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CLINICAL REMISSION 
IN A“PROBLEM” ARTHRITIC 


In “escaping” rheumatoid arthritis. After gradually “escaping” the ther- 
apeutic effects of other steroids, a 52-year-old accountant with ar- 
thritis for five years was started on Decapron, 1 mg. /day. Ten months 
later, still on the same dosage of Decapron, weight remains constant, 
she has lost no time from work, and has had no untoward effects. She 
is in clinical remission.’ _ 
New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 


DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “chronic” condi- 


tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule, 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a Clinical investigator's report to Merck Sharp & Dohme, 
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THE GEOGRAPHIC DISTRIBUTION OF MULTIPLE 


SCLEROSIS 


A COMPARATIVE STUDY IN CHARLESTON COUNTY, SOUTH CAROLINA 
AND HALIFAX COUNTY, NOVA SCOTIA 


I. Prevalence in Charleston County, South Carolina 


here is a widespread impression that 
a. multiple sclerosis is less prevalent in 

warmer climates than in colder regions. 
Davenport’ as early as 1922 suggested this 
in a report based on United States Selective 
Service data where he showed that the disease 
was diagnosed most frequently in draftees 
from those States bordering on the Great 
Lakes. Other authors have reported differ- 
ences in geographic distribution in North 
America*-" and in Europe’-" which suggest a 
greater prevalence in more northerly com- 
munities. It is difficult to compare prevalence 
estimates on the basis of these reports because 
of the variability in methods used by the 
different investigators. More comparable data 
are needed to determine the influence of geo- 
graphical factors such as climate on the 
prevalence of multiple sclerosis. Therefore, a 
comparative study of its prevalence in two 
widely separated communities by the same 
team of investigators was planned. In addition 
to clarifying the influence of geographic fac- 
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tors on frequency, such a study should permit 
a comparison of the clinical characteristics of 
the the two Charleston 
County, South Carolina and Hal fax County, 
Nova Scotia were selected for such a com- 
parative study. Both communities are located 
on the Atlantic coast Both 
have long-established medical schools. The 
white population of both is predominantly of 
Western European Additional 
tinent comparisons are shown in Table I. 

The present report describes the method of 
investigation employed in this study and sum- 
marizes the results in Charleston County. 

Method 

The survey was conducted in Charleston 
County from November, 1956 through March, 
1958. In order to estimate the prevalence rate 
of multiple sclerosis in the county, an attempt 
was made to determine the number of patients 
residing in the county on an arbitrarily 
selected date, December 31, 1955. Patients 
were excluded if their symptoms began after 


disease in areas. 


near sea level. 


origin. per- 





TABLE I 
Some Characteristics of Halifax, N. S. and Charleston County, S. C. 


Total Popula- Racial Composition 
Negro 


Community tion, 1955° White 
188,000 


198,000 


94,000 
190,000 


Charleston County 


Halifax County 


94,000 


Physi- Hospital 
Climate cian/ Bed/ 

Mean Temp. °F. Popula- Popula- 
Jan. July tion tion 


Ratio Ratio 
50.9 
24.0 


81.5 
64.7 


1:810 
1:905 


1:235 


8,000 1:188 


*Charleston County Planning Board Estimate, December 31, 1955, and census of Halifax 


County, January 1956. 


“prevalence day” or if they died before this 
date. 

Only patients living in the county for at 
least one year prior to “prevalence day” were 
considered residents of the county for this 
study. 

Sources of Information 

Hospital Records: Medical students were 
trained and supervised throughout the study in- 
spected diagnostic files and the diagnostic face-sheet 
of. records of all admissions to the hospitals in the 
county during the decade ending December 31, 1955. 
Those records were collected on which any of a 


who 


selected list of neurological diagnoses occurred, in- 
cluding. 

Multiple Sclerosis 

Optic neuritis or retrobulbar neuritis 

(Primary ) lateral sclerosis 

Cerebellar ataxia 

Paraplegia 

Myelitis, myelopathy, or encephalomyelitis. 

The five diagnostic categories in addition to mul- 
tiple sclerosis were selected because of their re- 
semblance to clinical forms of multiple 
sclerosis and in an effort to avoid missing cases be- 


common 


cause of possible variations in diagnostic nomencla- 
ture. 

Outpatient Clinic Since 
lacked either a coding system or a diagnostic face 
sheet they were scrutinized in greater detail by the 
medical Records notation of 
neurological symptoms or signs consistent with mul- 


Records: these records 


students. containing 
tiple sclerosis were collected. 
Experience of Medical Practitioners: At the initia- 
tion of this study the participation of the doctors in 
the community was solicited through the Charleston 
County Medical Society. In appearances before this 
society, the investigators informed the doctors of the 
purpose and progress of the study and requested their 
assistance in locating cases. Of the 191 Doctors of 
Medicine listed in Charleston County, 152 were in 
clinical practice. Form letters were sent to each of 
the latter inquiring whether, in the previous five 
years, he had observed any patients with multiple 


sclerosis, optic or retrobulbar neuritis, cerebellar 


ataxia, primary lateral sclerosis, myelitis, myelopathy, 
encephalomyelitis or undiagnosed paraplegia. Replies 
were received from 134 (89 per cent), of whom 37 
(27.6 per cent) reported relevant cases. 

Death Certificates: Although cases from this source 
prior to December 31, 1955 were not pertinent to the 
estimate of prevalence, such data were of value in 
indicating which patients had died, the duration of 
the disease among those recently deceased in this 
community, and the extent to which patients in whom 
multiple sclerosis had been diagnosed had this dis- 
ease listed on the death certificate. All death certifi- 
cates for the decade ending December 31, 1955 were 
examined. 

Autopsy Records: The records of necropsies per- 
formed from January 1, 1946 to December 31, 1957 
in the Department of Pathology of the Medical School 
were scrutinized. No case was found in which the 
pathological diagnosis of multiple sclerosis was made. 

Miscellaneous Sources: Personal inquiry was made 
of the Visiting Nurses of the Charleston County 
Health Department, members of local health organiza- 
tions (Crippled Children Service, Muscular Dystrophy 
Association), and others during the course of the 
study as to their knowledge of cases of multiple 
sclerosis. 

A total of 187 “provisional” cases diagnosed 
as multiple sclerosis or one of the clinically 
similar designated above 
ascertained. The sources from which they 
were derived are indicated in Table II: 


disorders were 


TABLE II 
Source of Provisional Cases 
Number Per Cent 
~~ and Outpatient 
Clinic Records 110 
Practitioners 49 
Vital Statistics 5 
Multiple Sources 15 
Miscellaneous Sources 8 


187 100.0 
Subsequent information acquired from de- 
tailed scrutiny of records, preliminary inter- 
views with patients or acquaintances, and 
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death certificates necessitated discarding 114 
of the cases for the following reasons: 
Misfiled as multiple sclerosis or final 
diagnosis of other neurological disease 
Failure to qualify as residents 


Died prior to “prevalence day” 
Symptoms began after “prevalence day” 


There remained a total of 73 cases about 
which there was information compatible with 
the diagnosis of multiple sclerosis. Seventy of 
these were examined personally by one or 
more of the authors, most of them by a team 
of two (M.A. & R.S.A.) Each case was dis- 
cussed and, by mutual agreement based on 
combined clinical judgement rather than any 
rigid formula of signs or symptoms, each was 
either discarded or assigned to one of the 
diagnostic groups defined below. 


Diagnostic Criteria 

Since the diagnosis of multiple sclerosis 
rests largely on clinical judgement rather than 
laboratory findings, a study of this type neces- 
sitates the adoption of clinical criteria for 
diagnosis. A modification of criteria used by 
Allison and Millar* was formulated before any 
patients were seen and served as the basis for 
classifying each case. 

Group I—Early probable multiple sclerosis: 
This included patients with slight or no dis- 
ability and few physical signs but with a 
history of remitting symptoms of the kind 
commonly associated with the onset of multi- 
ple sclerosis, e.g. transient unilateral blindness, 
diplopia, vertigo, ataxia, numbness or weak- 
ness in one or more limbs. 


Example: 

R.D. No. 19C. In 1951 when 26 years old this white 
woman lost vision in the right eye. A diagnosis of 
retrobulbar neuritis was made. Vision returned in one 
month. In 1956 she developed headaches, cramps in 
the legs, a sense of inward shaking, and walked “as 
if drunk”. Examination at that time showed nystag- 
mus. When examined by us in 1957 she showed slight 
intention tremor on the left finger-to-nose test, and 
increased tendon jerks in the upper limbs but had no 
disability and was able to carry on full activities. 

If abnormal physical signs were absent when 
examined, the patient was excluded. Patients 
who were not available for examination were 
accepted only when there was documented 
proof of symptoms and abnormal physical 
signs. Retrobulbar neuritis alone was not con- 
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sidered as early multiple sclerosis in this 
study. 

Group IIl—Probable multiple sclerosis: 
Patients in whom there was no reasonable 
doubt as to the diagnosis of multiple sclerosis 
were placed in this group. They had some de- 
gree of disability, usually a remitting history 
and, on examination, had definite physical 
signs explicable only on the basis of multiple 
lesions of the neuraxis. 

Example: 

S. C. No. 10 C. At the age of 26 years, between 
1944 and 1945 this white woman developed numbness 
in one hand. In 1946, vision in the left eye became 
impaired and a diagnosis of retrobulbar neuritis was 
made. Vision improved, but in 1948, the right eye 
was affected similarily and paresthesias in the left 
arm occurred. The following year her walking be- 
came affected. In 1955 she was incontinent of urine 
for a short period. When examined in 1957, she 
showed marked emotional lability, pale optic discs, 
terminal intention tremor on the right, and horizontal 
nystagmus. Spastic paraparesis was present with no 
objective sensory loss. 

Group III—Possible multiple _ sclerosis: 
Patients classified in this group had some phy- 
sical disability and signs indicative of disease 
of the neuraxis which was suggestive of 
multiple sclerosis. The course of the disease 
had usually been static or progressive and 
physical signs did not provide sufficient evi- 
dence of multiple lesions. No other cause for 
the disorder could be found. 

Example: 

M. B. No. 140 C. A colored woman aged 64 with 
excellent recall of past events. Onset 1936-37, aged 
48, with stiffness and weakness in the legs, which was 
only slowly and gradually progressive. Sphincter dis- 
turbances since 1947, but in 1957 still only occasion- 
ally incontinent. The possibility of multiple sclerosis 
was first raised in 1947. Cerebrospinal fluid and 
blood were normal. No previous history of syphilis. 
She was still able to do housework although mod- 
erately disabled in walking. On examination in 1957, 
she had well preserved intellect and normal affect, 
and was pleasant and cooperative. Optic discs were 
normal. Eye movements were full. No nystagmus or 
pupillary abnormality was found. Jaw jerks were not 
increased but arm jerks were increased. She had 
spastic paraplegia with exaggerated knee and ankle 
jerks and extensor plantar responses. Defective 
postural joint sensibility in the great toes and loss of 
vibration over the iower limbs, sacrum and _ iliac 
crests was demonstrated. Touch and pain sense were 
well preserved. 

Of the 73 cases considered for prevalence, 47 (64 
per cent) were discarded on diagnostic grounds, in- 
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cluding 6 cases with retrobulbar neuritis as the only 
manifestation of neurologic disease. 
Results 
Twenty-six cases were accepted as mul- 
tiple sclerosis in one of the three diagnostic 
groups. Table III shows the distribution in the 
separate groups according to race and sex. 


TABLE III 
Distribution of accepted cases according 
to race and sex 
White Colored 
M F M F 


Total 
Cases 
Early probable multiple 

Sclerosis ‘ 
Probable multiple sclerosis 4 1 
Possible multiple sclerosis 2 x 3 10 

6 L : 3 26 

The prevalence rate for multiple sclerosis in 
Charleston County based on the 26 cases is 
13.8 per 100,000 population. Exclusion of the 
patients classified as “possible multiple 
sclerosis” would give a prevalence rate of 8.5 
per 100,000 population. 

Age specific prevalence rates (Table IV) 
indicate an increasing frequency of the dis- 
ease through the sixth decade. Since the 
mean age at onset was 30.8 years, this is an 
indication of the chronicity of the disorder, 
for the proportion of patients to population 
tends to increase as the population ages. 

The prevalence ratio by sex was 1.4 female 
cases to 1 male. 

Prevalence rates for whites and Negroes 
suggest the possibility of greater prevalence 
in the white population. Eighteen of the ac- 
cepted cases were white and 8 were colored, 
whereas the population at risk was equal for 
the two races. However, the number of cases 
in both groups was small and the difference 
in the number of cases found is not statistical- 
ly significant (CHI square=3.1) 

A spuriously low prevalence rate would re- 


sult if the disease manifested itself differently 
in warm regions. To test this possibility, the 
clinical characteristics of the accepted cases 
were analyzed. The age of onset ranged from 
13 to 58 years with a mean of 30.8 years. The 
mean age on prevalence day was 43.7 years. 
The duration of illness ranged from 2 years to 
34 years with a mean of 12.9 years. The gen- 
eral course of illness in 19 patients (73 per 
cent) was remitting and in seven (27 per 
cent ) was progressive. The relapse rate in the 
remitting cases was 0.37 relapses per person- 
year of illness, or approximately one relapse 
every three years in the average patient 
(based on 15 patients on whom information 
was available with an aggregate of 130 pa- 
tient-years of illness). 

Although a patient was considered a resi- 
dent of the county after having lived there at 
least one year on prevalence day, it should be 
emphasized that 92 per cent of the Charleston 
patients were natives of Charleston County 
and 77 per cent developed their initial symp- 
tom while residing in this county. 

Discussion 

There are relatively few studies of multiple 
sclerosis prevalence in Southern United 
States. Van Wart"* in 1905 thought that mul- 
tiple sclerosis in New Orleans was common, 
reporting that 4.4 per cent of the patients at- 
tending his clinic were diagnosed as having 
this disease. Steiner’ who worked in that area 
some twenty years later disagreed and felt 
that it was much less common in New Orleans 
than in the Northern United States. Kurland 
and Westlund”’ reported a prevalence rate of 
13 per 100,000 white population and 8 per 
100,000 Negro population in New Orleans, 
comparable to the rate in Charleston deter- 
mined in the present study. This is in contrast 


TABLE IV 


Age Specific Prevalence Rate for Multiple Sclerosis in 
Charleston County (December 31, 1955) 


Age Group 


0-9 10-19 20-29 


Estimated Population® 44,000 32,000 36,000 


Number of Patients 0 1 4 
Prevalence Rate per 
100,000 Population 0 3.1 11.1 


30-39 40-49 50-59 60 Total 


29,000 20,000 13,000 14,000 188,000 
4 8 6 3 26 


13.8 40.0 46.2 21.4 13.8 


*Charleston County Planning Board Estimate for December 31, 1955. 
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to the higher prevalence rates reported in the 
past in northern communities. 

The apparently low prevalence rate in 
Charleston County cannot be accounted for 
by any difference in the course of the disease 
from that generally described. The clinical 
characteristics studied are not appreciably 
different in the cases accepted in this study 
from those characterizing multiple sclerosis 
elsewhere. Furthermore, the apparent failure 
of this climate to modify the course of the dis- 
ease (as judged by age at onset, duration, and 
relapse rate) does not support the view that 
a change of residence to warmer regions is 
likely to improve the outcome of the disease 
among patients who develop multiple sclerosis 
in the North. 

Additional studies using careful and com- 
parable case finding techniques in communi- 
ties in southern latitudes and studies of 


prevalence in areas below the equator are 
needed to establish as fact that multiple 
sclerosis has an uneven geographic distribu- 
tion. If this can be shown to be true, an im- 
portant characteristic of multiple sclerosis will 
have .been demonstrated which may provide 
important clues to its etiology. 


Summary 
In a survey of all pertinent sources of medi- 
cal information in Charleston County, South 


Carolina, 26 patients with multiple sclerosis 
were found living in the county on December 
31, 1955 (prevalence day), giving a preva- 
lence rate of 13.8 per 100,000 population. Age- 
specific prevalence rates showed an increasing 
frequency of the disease in the community 
through the sixth decade. Although fewer 
cases were found among negroes, the differ- 
ence in prevalence between Negroes and 
whites is not statistically significant. 

Certain clinical characteristics of the disease 
such as age at onset, duration of illness, 
severity of disability, general course and re- 
lapse rate among remitting cases were de- 
scribed. These suggest that the disease in this 
Southern community did not differ in these 
respects from what has been described in other 
areas further to the north. 

A similar study, utilizing the same tech- 
niques and diagnostic criteria, has been com- 
pleted in Halifax, Nova Scotia. A comparison 
of the results obtained in these two com- 
munities is in preparation. 
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aternal death is defined as the death of 

M any woman who is pregnant or dies 

within ninety days of the termination 

of pregnancy regardless of the cause of death. 

This definition will, of course, include deaths 

which are of no significance in this study, 

such as traumatic deaths where the presence 

of pregnancy would have no effect on the out- 
come. 

In the state of South Carolina, although the 
maternal death rate has been reduced some- 
what over the past decade, it is still high in 
comparison with the national average. In an 
attempt to determine the causes of our higher 
death rate, a committee on Maternal Health 
composed of both general practitioners and 
obstetricians was established a number of 
years ago. When a maternal death occurs, all 
the available information is obtained by means 
of questionnaires and letters which are sent 
to the physicians who signed the death certi- 
ficates and to all consultants. When the in- 
formation is complete, a summary is made and 
copies are sent to the committee members and 
to the physician involved. At regular intervals, 
usually every other month, the committee 
meets and the cases are discussed. The physi- 
cian who is involved is invited to attend the 
meeting so that he can contribute to the dis- 
cussion. It is the purpose of these meetings to 
determine the cause of death, and if any, the 
preventable factors involved. It is not the de- 
sire of the committee to fix blame or to criti- 
cize. Rather it is hoped that insight into the 





This is the annual review of maternal mortal- 
ity in South Carolina. The maternal death rate 
in this state is still high in comparison with the 
national average, although it has been reduced 
somewhat in the past decade. The total of 67 
deaths was reported for the year 1957, which 
this paper covers. Of these deaths, 31 were 
judged to be preventable, and 11 were attri- 
buted to the physician’s faulty diagnosis or 
treatment. 

The critical analysis of maternal deaths can 
lead to reduction of the death rate, and this an- 
nual survey of the situation in South Carolina 
gives valuable aid to the effort to push the 
death rate to the irreducable minimum. 











causes of death will benefit others in similar 
situations. It is also our belief that statistical 
analysis will be of benefit. With these facts in 
mind the statistics for 1957 are presented. 

The statistics for 1955-1956 have previously 
been compiled and presented by Dr. Harry 
Temple and Dr. Frank Strait. They will be 
used in comparison with 1957 statistics to 
point out significant changes. 

Table 1A is a tabulation of the primary 
causes of death. As there were often two or 
more equally important causes of death, the 
total is greater than the total number of cases. 
Table 1B is a percentile comparison of major 
causes of death in 1955, 1956, and 1957. From 
this one can see that uterine hemorrhage as a 
cause of death has decreased from 44% in 
1955 to 31% in 1956 and 28% in 1957. It is 
also noted that there has been a steady de- 
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TABLE 1—PRIMARY CAUSES OF MATERNAL 

DEATHS IN 1957 

Uterine hemorrhage 18 

Toxemia 15 
(eclampsia ) (13) 

Infections 

Cardiac failure 

Ruptured ectopic 

Pulmonary embolism 

Cerebral hemorrhage 

Chronic pyelonephritis 

Anesthesia 

Anemia, chronic 


Total 


TABLE 1A—PRIMARY CAUSES OF MATERNAL 
DEATHS 

1955 1956 1957 
Hemorrhage 44% 31% 28% 
Toxemia 30% 27.4% 23.4% 
Infection 5.3% 3.9% 12.5% 
Pulmonary Embolism 16.1% 15.7% 7.8% 
Cardiac Failure 18% 10.9% 





crease in the incidence of toxemia, from 30% 
in 1955 to 27.4% in 1956 and 23.4% in 1957. 

In contrast, infection as a cause of death 
has markedly increased from 3.9% in 1956 to 
12.5% in 1957. A similar increase in cardiac 
failure from 1.8% in 1956 to 10.9% in 1957 is 
noted. Other causes appear to vary only 
slightly except for pulmonary embolism, which 
shows a significant decrease. 

Because of the small number of cases evalu- 
ated, it is hard to read significance into these 
figures. However, a definite trend can be seen 
in the yearly decrease in the incidence of 
toxemia and uterine hemorrhage, which to- 
gether comprise 51.4% of the maternal deaths 
in 1957. This is due to a number of factors, 
which include better and early prenatal care, 
earlier hospitalization and expansion of the 
blood bank system: 

As noted above there was a marked increase 
in infection. Analysis of the 8 cases revealed 
4 of the 8 to be septic abortions, 2 postpartum 
infections, one case of infectious hepatitis and 
one case of acute pyelonephritis with septi- 
cemia. 

The incidence of death from ruptured 
ectopic pregnancy when it is diagnosed early 
and where blood is available should be low, 
except where patient delay results in a hope- 
less situation. In 1955, 1956 & 1957 the in- 
cidence for ectopic pregnancy as a cause of 
maternal death was 3.0%, 1.9% and 9.2% re- 
spectively. In analyzing the preventability it 
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was found that the physician was deemed 
responsible in 2 of the 6 cases, 2 were un- 
classified due to lack of information and 2 
deaths were due to patient delay. 


There were 64 maternal deaths in 1957. 
Table 2A shows the distribution of deaths as 
to race and incidence. It is interesting to note 
that the death rate among the colored race was 
over 5 times as high as among the white race. 
There were 62,942 live births in 1957 of which 
35,425 were white and 27,417 were Negro. The 
maternal mortality rate (incidence per 1000 
live births) was 0.3, or 1 death to every 2952 
live births for white, and 1.9 or 1 to 529 live 





TABLE 2A—RACE DISTRIBUTIONS 
No information 2 
White ll 
Negro 51 


Total 64 


TABLE 2B—INCIDENCE OF MATERNAL 
DEATHS 
1955 White 1:6975 Negro 1:454 Comb. 1:941 
1956 White 1:2717 Negro 1:742 Comb. 1:1245 
1957 White 1:2952 Negro 1:529 Comb. 1:983 
1955 National Average 1:2631 





births for Negroes. This gives a combined rate 
of 1 death for every 983 live births. The in- 
crease in the death rate as compared with 
1956 can be accounted for by an increase in 
the Negro segment. In 1955 this discrepancy 
between races was even more dramatic with 
1 death for every 454 live births among 
Negroes and | death for every 6975 live births 
for whites. In this regard it is interesting to 
note that of the 35,425 white live births 34,710 
mothers were delivered in hospitals and only 
126 had midwives in attendance. In contrast, 
of the 27,517 Negro live births, only 14,380 
mothers were delivered in hospitals while 
9,896 were delivered with midwives in at- 
tendance. 

As can be seen from Table 3, which shows 
the outcome of pregnancy, 40 patients were 
delivered prior to death. Of these women, 22 
or 55% delivered live born infants. Eleven of 
the 64 were undelivered at death. The remain- 
ing 13 cases were abortions and ectopics and 
three for which insufficient information was 
available. 

Table 4 shows the relation of death to preg- 
nancy. Fifty nine and three tenths per cent of 
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Delivered 
Stillborn 
Liveborn 
Unknown 

Abortion 

Ectopic 

Undelivered 


Unknown 


TABLE 3—OUTCOME OF PREGNANCIES 
40 


_ 
mm OL 


|. 


Total 


TABLE 4—RELATION OF DEATH TO 
PREGNANCY 


— 


Antepartum 
Intrapartum 
Postpartum 
Abortions 
Ectopics 
Unknown 


6 
ror 


(59.3% ) 


Total 





the women died pospartum. Only 2 of the 64 
patients died intrapartum. One of these was a 
26 year old colored female who apparently 
delivered spontaneously at home unattended 
by a physician. Autopsy revealed partial pla- 
centa previa. The second case was that of a 
37 year old white female who had convulsions 
during labor. She died en route to the hospital. 

Physicians were in attendance at 54 of the 
64 deaths, midwives were attending in 8, in 
two of which the midwife was partially or 
wholly responsible for the maternal death. 
One case is that of a 32 year old colored 
female, para 7, who was allowed by the mid- 
wife to labor for 48 hours. A stillborn infant 
was delivered with retained placenta occurr- 
ing. When the physician was called in, the pa- 
tient was in deep shock, she had a distended 
abdomen and no external bleeding. She was 
admitted to the hospital and manual removal 
of the placenta was accomplished. At that time 
a large rent was discovered in the uterus and 
a hysterectomy was performed, but the patient 
died before the abdomen was closed. Another 
case was that of a 38 year old colored female 
delivered at home by a midwife. Apparently 
a small portion of placenta, attached to the 
cord, was delivered and the midwife left. 
Later the patient was carried to the hospital 
in extremis where almost the entire placenta 
was delivered. Transfusion failed to reverse 
the deep shock and the patient died. 

Of the 64 deaths there was adequate in- 
formation concerning prenatal care in only 
41. Table 5 illustrates the amount of care 


given. From this table it is evident that less 
than one half of the patients received adequate 
prenatal care. This is one area in which the 
public could be educated to greater advantage. 
In the great majority of cases of inadequate or 
absent prenatal care, the patient alone was re- 
sponsible. In this respect it is probable that the 
maternal mortality rate could be reduced with 
more adequate prenatal care. 

Table 6 represents the breakdown in legiti- 
macy. Forty-eight mothers were married, 11 
unmarried and the marital status of 5 was un- 
known. 

Table 7 gives the age and parity of the 
mothers. Parity ranged from 1 to 9 among 
white and 1 to 4 among Negroes. Age ranged 
from 17 to 38 in whites and 14 to 44 in negroes. 

As seen in Table 8, approximately 70% of 
the deaths occurred in hospitals, although in 
some cases the patient was in extremis on 
arrival. In 25% death occurred at home. 

Table 9 shows that 59% of the patients 
were service cases and 31% were private. 

As previously seen in Table 1 toxemia ac- 
counted for almost 25% of the maternal 
deaths. Table 10 shows the breakdown into 
types of toxemia and further illustrates the 
frequency with which toxemia is involved, 
either as the primary cause of death or as a 
contributing factor. It is interesting to note 
that toxemia occurred in 30 or the 64 cases, 

TABLE 5—PRENATAL CARE 
Adequate 19 
Inadequate 15 


None 7 
Unknown 13 


TABLE 6—LEGITIMACY 
1s 


White deaths 
Legitimate 11 
Illegitimate 0 
Unknown 1 


Negro Deaths 
Legitimate 37 
Illegitimate 11 
Unknown 4 


TABLE 7—AGE AND PARITY 
White Negro 
Primiparas 1 9 
Multiparas 10 28 
Unknown 1 15 
Parity range 1-9 1-14 
Age range 17-38 14-44 


TABLE 8—LOCATIONS 

16 (25% ) 
45 (70.3% ) 
3 


Home 
Hospital 
Unknown 


TABLE 9—STATUS 
Private 20 (31.25% ) 
Service 38 (59.3% ) 
Unknown 6 
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thus being involved in 47% of all maternal 
deaths. Of these it was the primary cause of 
death in 15 (23.4% ) and a contributing factor 
in 12 (18.1%). Thus, it would appear evident 
that better control of the acute toxemias such 
as pre-eclampsia and eclampsia whicn ac- 
counted for the great majority of the toxemias, 
would reduce the mortality rate. This again is 


TABLE 10—TOXEMIA _ 
Total 
9 


Negro White 
Hypertensive Vas. D. 8 
Pre-eclampsia 13 
Eclampsia 8 
Primary 10 
Contributing 10 
Non-contributing 2 


15 

13 

15 (23.4%) 
12 (18.1%) 
3 (4.7%) 


— bo Olathe = 


directly related to the adequacy of prenatal 
care as well as the promptness of adequate 
therapy. It is also evident that the treatment 
of eclampsia should be stressed, as of the 15 
deaths attributed to toxemia, 13 were 
eclamptic toxemias. There are many different 
regimens of therapy, some of which are totally 
inadequate. It is realized that some of these 
patients are seen too late to treat adequately 
but others could be saved by prompt and 
vigorous therapy. An attempt to disseminate 
knowledge of the latest method of therapy to 
the physicians of the state should be made as 
this is one way in which a steadily declining 
death rate could be further reduced. 
Hemorrhage as a primary cause of death 
was present in 26 cases and was a contributing 
factor in 2 additional cases. The different 
forms of hemorrhage are illustrated in Table 
11. As previous studies have shown, the most 


TABLE 11—HEMORRHAGE 
Negro White 

Primary 23 3 
Contributing 

Uterine atony 
Ruptured ectopic 
Cerebral hemorrhage 
Retained placenta 
Placenta previa 
Abruptio placentae 
Ruptured uterus 
Placenta accreta 
Undetermined 
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common cause of hemorrhage was postpartum 
atony. 

A more unusual cause of uterine hemor- 
rhage is hypofibrinogenemia, usually asso- 
ciated with abruptio placentae. This was seen 
in 3 cases in this series. It is usually unrecog- 
nized and because of this is dangerous. It is 
often mistaken for uterine atony and treated 
as such. 

Ruptured uteri occurred in two cases, one 
of which has already been discussed. Placenta 
accreta occurred in one case, cerebral hemor- 
rhage 5 times and ruptured ectopic pregnancy 
six times. 





TABLE 12—PREVENTABILITY 
Unclassified 20 
Non-preventable 13 
Preventable 31 

Facilities 

Pt. & Family 

Dr. Management 
Midwife 





As is illustrated by Table 12, an attempt to 
judge the preventability of maternal deaths 
was made. Preventability can be assigned only 
in light of ideal circumstances, thus some 
cases were deemed preventable because of 
lack of facilities. Thirty-one deaths were 
judged preventable. Of these, I1 deaths were 
due to the physician’s misdiagnosis or mis- 
treatment. In 20 cases the patient and the pa- 
tient’s family were responsible for the fatal 
outcome due to delay in seeking care. In 3 
cases midwives were judged responsible and 
5 deaths were due to lack of facilities. 

It is a well demonstrated fact that the 
critical analysis of maternal deaths can lead 
to reduction in the death rate. With the con- 
tinued cooperation of the physicians of South 
Carolina, we believe that our maternal mortal- 
ity rate can be further reduced in the future. 
We would like to take this opportunity to 
thank those who have cooperated in the past. 
We can only hope for increased cooperation 
and help in the future. 





THE AGGRESSIVE MANAGEMENT OF THE 
INFECTED ABORTION 


A 2 YEAR COMPARATIVE STUDY 
W. FRANK STRAIT, III, M. D. 
ROCK HILL, S. C. 


Introduction 


bortion is one of the most common prob- 

lems confronting the obstetrician-gyne- 

cologist. Among patients with abortion, 
infection is one of the most frequent complica- 
tions encountered.” In a series of 7000 abor- 
tions studied in a 15 year period at Bellevue 
Hospital, 357 had clinical evidence of in- 
fection of varying severity.‘ Some authors con- 
sider the uterine cavity to be infected in all 
cases of incomplete abortion, whether spon- 
taneous or induced, even in the absence of 
fever.” 

In recent years a more aggressive manage- 
ment of the patient with an infected abortion 
has been evident over the country.’ * ** * 
Reported results have been satisfactory. The 
more conservative policy traditionally ac- 
cepted at the Medical Center Hospitals in 
Charleston, S. C. has been subjected to critical 
evaluation. It seemed apparent that if a more 
prompt disposition of these patients with in- 
fected abortion could be accomplished con- 
sistent with safety and good practice, the over- 
burdened wards could be lightened and at- 
tention directed to more diversified gyneco- 
logical problems. 

In a study of 105 patients with septic abor- 
tion admitted to Boston City Hospital in 1955 
and 1956, curettage was done in most cases 
following 12 hours of intensive treatment with 
antibiotics. The average hospital stay was 5 
days. Where curettage was delayed, infection 
generally spread. Curettage of the septic 
uterus was the basic treatment.’ Pathological 
examination has shown the focus of infection 
to be the membranes and placenta. As long as 
these are retained, they continue to feed bac- 
teria to the uterus and blood stream. The early 
removal of these infected products may be 
likened to the surgical drainage of an abscess 
cavity. 

Objections to such a program on our ward 
service stemmed from those men who re- 





The author points out that a more prompt dis- 
position of the patient with an infected abortion 
is consistent with good practice by the physician 
and safety for the patient. By the use of the 
early approach, the hospital stay has been re- 
duced materially, late hemorrhages have be- 
come less numerous, and the number of trans- 
fusions has been cut in half. 

The management includes intensive antibiotic 
therapy, administration of blood and oxytocics 
as indicated, and the surgical emptying of the 
infected uterus without undue delay. 











membered too well the pre-antibiotic era and 
the occasional patient with endometritis who 
developed a fulminant septicemia following 
curettage. However, there were also those 
who remembered patients almost moribund in 
whom improvement was dramatic after curet- 
tage. It seemed to us that with the intensive 
use of antibiotics and the liberal use of 
oxytocics, especially in late abortions, the 
uterus could be prepared for early surgical 
drainage by curettage. 
Policy 

Until July, 1958 the acceptable method for 
handling infected abortions on our ward ser- 
vice may be briefly summarized as follows: 
1. Antibiotics, 2. Oxytocics, 3. Transfusions as 
indicated, 4. Bedrest, and 5. Curettage only 
after the temperature had been normal for 24 
to 48 hours, the white count down to 10,000/ 
cu. mm. or below, and unless strong doubt 
as to the presence of retained products was 
entertained. Those patients with a definite 
history or physical evidence of criminal abor- 
tion indicating probable uterine perforation 
were not generally subjected to curettage. 

Beginning in July, 1958 the above plan was 
modified in the following manner: curettage 
was delayed only until antibiotics had been 
administered for 12 to 24 hours, without re- 
gard to the temperature or the white count, 
and with delay beyond this time only unless 
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the hemoglobin was inadequate for anesthesia 
or unless clinical evidence of uterine perfora- 
tion existed. Abortions were considered to be 
incomplete unless they were 14 weeks or be- 
yond, in which case they were individualized. 
Material 

All patients admitted to the ward service 
with the diagnosis of abortion were studied 
for one year prior to and one year following 
the change in management. Thus we have 
Group I, consisting of 159 patients, of which 
46 (or 29%) were considered to be infected, 
and Group II, consisting of 166 patients, of 
which 50 (33%) were infected. Only the in- 
fected patients were studied in detail. The 
diagnosis of infected abortion rested on the 
presence of (1) fever, (2) a tender uterus, and 
(3) a foul uterine discharge. All three of these 
factors were present in all cases studied. The 
presence of parametritis and pelvic peritonitis 
was noted when encountered, but was not 
essential for the diagnosis. 

That these two groups are similar and thus 
suitable for comparison may be shown by the 
following table. 


GROUP I 
Range 
14-39 
6-20 
1-11 
0-8 
99-104 
6400-47 ,500 
4.75-13 


Age 

Gestation 
Gravidity 
Parity 

Temp. on adm. 
WBC on adm. 
Hgb. on adm. 


Twenty-one of those in Group I and 17 in 
Group II had hemoglobin values of less than 
10 grams on admission. The range in both 
groups was 4.5 grams to 13 grams. The range 
in white blood count was 5,500/cu. mm. to 
47,000 in both groups, and the temperature 
on admission ranged from 99.4 to 105 degrees 
in both groups. 

Results: Group I 

In Group I, 36 patients were subjected to 
curettage and 10 were not. Of the 10 not hav- 
ing curettage, one was criminal with probable 
perforation, one had septic shock from E. coli 
bacteremia, six were late abortions thought to 
be complete, and two had hemoglobin levels 
not brought up adequately for anesthesia, and 


June, 1960 


Average 


21 
10 
5 


3 


101.2 
15,000 


9.1 


were finally discharged. The time from ad- 
mission to dilatation and curettage in the 36 
patients curetted was from 1 to 18 days, av- 
eraging 4.5 days. The time from operation to 
discharge was 1 to 9 days averaging 1.4 days. 
The average number of days in the hospital 
per patient for those curetted was 6.6 days, 
and was 5.3 days for those who were not. 
Twenty-nine patients received 65 pints of 
blood for an average of 1120 ml. Twelve pa- 
tients had a prolonged febrile course from 2 
to 5 days after admission. Ten of these came 
to operation, and of this number, 4 had post- 
operative temperature elevations. 

One patient in Group I bled into shock on 
the 5th day in the hospital and was finally 
curetted on the seventh hospital day. One 
patient had seven days delay because of an 
elevated white count, and she required 1000 
ml. of blood during this time. Another had 
shock from blood loss on the 10th hospital day 
necessitating immediate curettage. When 
curettage was done on the patients in Group 
I, recovery was usually prompt and no com- 
plications of curettage were observed other 


GROUP II 


Range 
13-44 
6-20 
1-15 
0-12 
99.4-105.4 
6000-46,900 
4.5-13 


Average 


24 
12 
-, 


3.5 
101.6 

14,500 
9.9 


than the 4 cases with post-operative fever for 
24 to 48 hours. 
Results: Group II 

In Group II, 41 women were subjected to 
curettage and 9 were not. Of the nine, eight 
were late abortions completed spontaneously, 
with the aid of oxytocics, and the ninth was 
a criminal abortion with probable uterine per- 
foration. The time from admission to operation 
was one-half to six days; the average was 
1.5 days. (The one patient who was de- 
layed until the sixth day was admitted 
as an infected threatened abortion.) The av- 
erage time from curettage to discharge was 
1.6 days. (One patient was kept 4 days after 
curettage. She was admitted with septic shock 
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from Aerobacter aerogenes bacteremia.) The 
average stay in the hospital for those curetted 
was 4 days, and was 4.5 days for those who 
were not. Thirty-four of the 41 patients 
curetted had benign post-operative courses. 
Seven patients had 24-48 hours of mild to 
moderate continued temperature elevation. 
One of these was readmitted one week post- 
operatively with endometritis. She responded 
readily to antibiotic therapy. 

This was the only readmission in either 
group and represents the only significant com- 
plication attributable to the aggressive policy 
of early curettage. Eighteen patients in this 
group received 33 pints of blood, for an av- 
erage of 900 ml. 

Comment 

From the foregoing, it seems that the 
original goal has been achieved; that is, a 
more prompt disposition of the patient with 
an infected abortion consistent with good 
practice by the physician and safety for the 
patient. The average hospital stay has been 
reduced from 6.6 days to 4 days. The number 
of late hemorrhages has been reduced and the 
total number of transfusions required reduced 
by half. There have been no really significant 


complications attributable to the early ag- 
gressive approach to the problem of the in- 
fected abortion. 
Summary 

A two year study of infected abortions has 
been carried out at the Medical Center Hos- 
pitals. The patients admitted consecutively 
for the year preceding July 1, 1958 with the 
diagnosis of infected abortion and treated 
conservatively have been compared with the 
patients admitted consecutively for one year 
beginning July 1, 1958 and treated aggres- 
sively. The results indicate that those patients 
treated from July 1, 1958 through June 30, 
1959 have fared as well, or better, than those 
treated the preceding year. Valuable time has 
been saved and the ward beds made available 
for more diversified gynecological problems. 

The management is essentially one of (1) 
intensive antibiotic therapy (usually penicillin 
and streptomycin) for 12 to 24 hours, (2) 
blood and oxytocics as indicated, and (3) 
surgical emptying of the infected uterus with- 
out undue delay. The majority of our patients 
thus treated can be discharged within 24 hours 
and follow-up has shown no significant com- 
plications attributed to such a program. 
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CHORIOADENOMA DESTRUENS OF UTERUS 


SPONTANEOUS REGRESSION OF PULMONARY AND PELVIC 
METASTASES 


A CASE REPORT 


W. C. HEARIN, M. D., J. C. MOORE, M. D., C. M. EASLEY, M. D. 
GREENVILLE, S. C. 


A married, white, female, age 28, was first seen in 
December 1957 complaining of pain in the left lower 
side with onset early that same day. The patient 
stated that she had been married 8 years with no 
pregnancies. Her last menstrual period was in October 
and at the time of admission she was about 2 weeks 


over her regular period. She gave a history of usual 
regular periods and she had spotted off and on for 
two weeks prior to admission. She had rather bright 
bleeding the day of admission. 

On admission the cervix was closed, there was a 
small amount of bleeding from the cervix, the uterus 
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was anterior and seemed enlarged to the size of a 
5 or 6 weeks pregnancy. The cul-de-sac was normal 
to palpation, there was no pain with cervical motion. 
The left adnexa were somewhat tender but no masses 
were definitely palpated. It was thought at this time 
that the patient had a uterine pregnancy with 
threatened abortion, and the possibility of a left tubal 
pregnancy. Some bleeding continued for the next 2 
or 3 days but the pain was less. The frog test was 
positive for pregnancy. She was discharged on the 
6th of December after 3 days in the hospital on 
ascorbic acid 100 mg. twice a day and diethylstil- 
bestrol 5 mg. twice a day. On the 6th of January 1958 
a survey film of the abdomen for fetal parts showed 
a soft tissue mass arising out of the pelvis, somewhat 
asymmetrical and lobulated. The diameter of the mass 
measured 20 cm. and the verticle diameter roughly 20 
cm. No definite fetal parts could be demonstrated on 
this film. 

The patient was readmitted to the hospital on 
January 14, 1958 because of continued bleeding, and 
because of the rapid growth a hydatifiform mole was 
suspected. On this admission her hemoglobin was 
10 grams per 100 ml. (69%). The cervix was 1 cm. 
dilated and moderate bleeding continued. On_ this 
admission several attempts were made with a _ pit 
drip to empty the uterus without success. On Janu- 
ary 15, 1958 evacuation of the uterus was carried 
out under anesthesia and the gross findings at 
this time at surgery were; a uterus the size of a 5 
month’s gestation, the cervix dilated 1 cm. The cervix 
was dilated without difficulty with Hegar dilators, the 
endometrial cavity explored with placental forceps 
with removal of a large amount of grape-like material. 
This had the gross appearance of a_hydatidiform 
mole. After removal with placental forceps the uterus 
was gently curetted with a large blunt curette. There 
was considerable bleeding present and a 2 inch uterine 
pack was inserted. The patient received 1000 ml. of 
blood. 

The pathological report on this was hydatidiform 
mole—Hertig grade III. At that time no evidence of 
malignancy could be demonstrated. The patient was 
discharged on the 19th of January after 5 days of hos- 
pitalization. She was seen in the office on the 2nd of 
February 1958, 2 weeks post-operative. There was no 
bleeding at this time; the uterus seemed normal size 
but retroverted. The right ovary was of normal size 
but the left ovary was anterior to the uterus and about 
3 times normal. 

On March 3rd the frog test was still positive for 
pregnancy. 

On March 21, 1958 the frog test was still positive 
and repetition of curettage was planned. The patient 
was readmitted to the hospital on March 23, 1958 for 
operation because of the positive frog test. At this 
time she still had had no menses and no unusual 
leukorrhea. 

On this admission the uterus was anterior and felt 
slightly enlarged but firm. The left ovary was still 
thought to be enlarged to twice its normal size. At 


Junr, 1960 


operation on the 22nd of March 1958 the uterus was 
slightly enlarged, and sounded to the depth of 4 
inches; there was no gross molar tissue present but 
there was a small amount of endometrial tissue. 
Pathological report at this time was “persistent 
trophoblastic tissue following hydatidiform mole.” 
The patient had a fever up to 103° F. on the 2nd 
postoperative days; this returned to normal after 24 
hours. 

She was readmitted to the hospital April 9, 1958 
with the history of having high fever for several days 
at home and being treated with antibiotics by her 
family physician. She complained of chills and fever 
and of low backache and pain in the left lower quad- 
rant and down the inner aspect of her left leg. At that 
time there was no bleeding, the cervix was clean, the 
vaginal vault was clean, the uterus could not be out- 
lined but it was thought to be retroverted. There was 
a definite tender mass in the left adnexa which was 
stony hard and estimated to be 3 x 3 cm. The patient 
was placed on an antibiotic, (erythromycin 500 mg. 
q. i. d.) Temperature on admission was 102° F. and 
it stayed between 102 and 103 for 4 days following 
admission. On the 12th of April an x-ray examination 
was made for the first time. It was the conclusion at 
that time there was a great deal of abnormal density 
in the lungs highly indicative of metastatic disease 
and the radiologist considered chorioepithelioma. 
Hemoglobin on this admission was 9.9 grams. The 
patient had no cough and no respiratory symptoms. 
After transfusions the patient was taken to surgery 
on the 12th of April, total hysterectomy and bilateral 
salpingo-oophorectomy were done. The uterus showed 
a large bluish area of probable tumor on the posterior 
wall in the region of the left uterine vessels. There was 
also separate from the uterus a large nodular mass ex- 
tensive in the region of the bladder and extending out 
to the pelvic wall. The ovaries and tubes were grossly 
normal. At surgery it was impossible to remove all 
the implants under the bladder and on the lateral pel- 
vic wall. The patient’s temperature returned to nor- 
mal the day following surgery and remained normal 
for the rest of the hospital stay. 

It was the pathologist’s impression that there was a 
malignant hydatidiform mole (chorioadenoma des- 
truens). On April 29, a repeat frog test was obtained 
and it was still positive. 

On the 12th of June 1958 the patient’s weight was 
109 Ibs., her hemoglobin was 13 grams, she had no 
pulmonary symptoms, her lungs were clear to ausculta- 
tion, the left adnexal lesion was smaller at this visit 
and there was no pain but the mass could still be de- 
tected at this time. Her last surgery had been 2% 
months previously. 

On the 20th of June her frog test was still positive. 

On her return visit on the 2nd of August 1958 her 
weight was 115 Ibs., her hemoglobin was 13.8 grams 
but she had noticed some pain in the lower left side. 
On pelvic examination no pathology could be demon- 
strated by palpation. Her vaginal vault was clean. A 
chest film on the 16th of August showed a very ill 
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defined nodule projected at the level of the left 3rd 
anterior rib. Tiny fibrotic scars were seen in the lung 
but the multiple nodular lesions seen in April were 
gone for the large part. It was the radiologist’s im- 
pression that the chest showed amazing improvement 
in view of the past history. 

The patient was feeling well and had returned to 
work. In April 1959 the chest continued to be essen- 
tially negative, there was no evidence of any infiltra- 
tion in the lung, nor any metastatic nodules. All the 
nodules previously present had completely disappeared 
without scarring and even the small ill defined nodule 
in the left lung present on August 16, 1958 had com- 
pletely disappeared. The lungs were clear and nega- 
tive. The heart was normal, as was the pleura. In 
April of 1959, the two male frog tests were negative 
and a female frog was also negative for the first time. 

Summary 
This case represents a chorioadenoma des- 


truens of the uterus and pelvis following hy- 
datidiform mole. A period of 3 months elapsed 
from the time of the evacuation of the mole 
from the uterus until the time of hysterectomy 
and bilateral salpingo-oophorectomy. Pre- 
operative febrile course is impressive. This 
case further demonstrated by films the meta- 
static spread of this lesion to the lungs with 
spontaneous regression. It is noted that the 
primary treatment here was surgery with no 
chemical or x-ray therapy to the pelvis or to 
the pulmonary lesions. This patient has had 
18 months follow-up, she has gained weight 
and returned to work and is apparently free of 
any disease at the present time. 


CARCINOMA OF CORPUS UTERI 
ROWLAND F. ZEIGLER, M.D., F.A.C.S. 
FLORENCE, S. C. 


his 10 year review of malignant growths 
of the uterine corpus, personally 


treated, is an admittedly small series, 
but it may have statistical significance as it 


fits into the general pattern of previously re- 
ported larger series. A total number of 18 cases 
were seen and treated, comprised of: 


15 adenocarcinoma 
1 adenoacanthoma 
1 malignant teratoma 
1 leiomyosarcoma 
The sarcoma was found in an orange sized 
leiomyoma removed from the lower uterine 
segment of a 43 year old primigravida at 
cesarean section. 
Oldest patient 72 years 
Youngest 42 years 
Postmenopausal 12 
Pre or menopausal 6 
Multipara 15 
Nullipara 3 
Clinical Stage 
2-stage 0 
3-stage I 
10-stage II 
3-stage III 


There is confusion in estimating the stages 
of malignant tumors of the uterine body. In 
this series, stage 0 was considered preinvasive, 
stage I confined to the endometrium, stage II 
invading the myometrium, and stage III in- 
vasion to the outer third of the myometrium. 





A review of eighteen cases of carcinoma of 
the body of the uterus is offered from his per- 
sonal experience by the author. Diagnosis, 
treatment, and end results are discussed and the 
advantages of radiation and radical surgery are 
considered. Early diagnosis and prompt surgical 
excision of the involved uterus are the essentials 
for successful treatment. The preoperative use 
of radium appears to be superfluous. 











Complications 


14—grossly overweight 
13—hypertensive cardio-vascular disease 
1—diabetes mellitus 
7—concurrent fibromyomata 
2—uterine prolapse 
1—bilateral hydrosalpinx 
1—previous nephrectomy 
Diagnosis 


16—abnormal bleeding (hypermenorrhea, poly- 
menorrhea or post-menopausal bleeding ) 

10—diagnostic curettage 

8—enlarged uterus 


Enlargement of the uterus becomes an un- 
important diagnostic sign for early diagnosis 
of carcinoma of the fundus, especially with 
the frequency of associated fibroids. Three 
patients in this series had negative Papa- 
nicolaou smears reported within 3 to 8 weeks 
prior to positive diagnosis of malignancy. 
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Treatment 

17—abdominal panhysterectomy 
1—vaginal hysterectomy 

12—-postoperative deep X-ray therapy 
1—preoperative radium insertion 

(2—previous radiation therapy for menorrhagia 
1—previous radium therapy for carcinoma of 

cervix ) 

In the patient treated by vaginal hyster- 
ectomy, carcinoma of the fundus was an in- 
cidental finding. She was being treated for 
uterine prolapse. The one patient who had 
preoperative radium insertion into the uterus 
had a blood pressure of 250/140, mm. Hg. and 
a markedly enlarged heart with blowing sys- 
tolic murmurs. She was being treated for 
menorrhagia by curettage and 1400 mg. hrs. 
of radium. However, when the curettings 
were reported malignant, hysterectomy was 
done six weeks later. 

Results 


1 patient—stage III, grade III, radiation post- 
operative, died of metastases at age 
63, 4% yrs. after treatment. 

1 patient—stage II, malignant teratoma, died 
cause unknown, age 75, 3% yrs. after 
treatment. When last seen 2% yrs. 
postoperative, there was no sign of 
pelvic recurrence, but she was being 
treated for basal cell carcinoma of lip. 

1 patient—stage III, radiation postoperative, had 
an early vault recurrence of carcinoma. 
(This patient had been urged to have 
hysterectomy 5 yrs. previously. ) 

15 patients—living and well, no evidence of re- 
currence. 10 of these patients are now 
5 yrs. or more postoperative. 


Discussion 
Preoperative Radium? 

Preoperative radiation has long been used, 
much has been written about it, and although 
logical arguments are advanced in its favor, 
results from its use appear no better than from 
surgery alone. Patients having had _intra- 
cavitary radium therapy have residual cancer 
about half the time. Postponement of surgery 
for 6 to 8 weeks to allow preoperative radia- 
tion is precious time lost. It may take years, 
however, for gynecological surgeons to re- 
pudiate the indoctrination by those long in 
authority who prefer preoperative insertion of 
radium, and to adopt primary hysterectomy as 
the treatment of choice. 

Postoperative Radiation? 

Many investigators feel that postoperative 
deep x-ray therapy should be used if there is 
any question of extrauterine extension, or if 
the tumor cells are highly anaplastic, but when 
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metastases are beyond the uterus it is obvious- 
ly of little or no value. Localized treatment is 
no good for generalized spread, and patients 
die of metastases, not of local recurrences. 
When nodes are positive the end results are 
consistently poor. The situation is very much 
the same as in cancer of the breast when more 
than one node is positive. 


Radical Surgery? 


Few gynecologists today do radical hyster- 
ectomy and node dissection for carcinoma of 
the uterus. The reasons for this are that the 
operation is by no means simple or atraumatic, 
especially in this age group where most pa- 
tients are already poor surgical risks, and the 
salvage rate is insufficient to warrant routine 
lymphadenectomy in this disease. Even in the 
hands of men like Schwartz and Brunschwig’ 
at New York Memorial Hospital, where 
lymphnode dissections were done in 96 pa- 
tients, they reported that only 3 of 13 patients 
who had node involvement survived from 2 to 
5 years. 


Prognosis 


Many clinical and pathological factors are 
known to affect the ultimate prognosis of 
endometrial cancer, but the most important 
single factor is the age of the lesion. This can- 
cer has a long latent period during which the 
growth is limited to the uterus and the prog- 
nosis is good. Prompt adequate surgery pro- 
duces a survival rate of 70 to 85%, which is 
the highest cure rate for any internal organ 
cancer. Once the lesion has extended beyond 
the uterus, even extended methods of surgical 
and radiation therapy are often of little or no 
avail. It is doubtful if radiation therapy pre- 
operatively or postoperatively alters the prog- 
nosis of uterine carcinoma. 


Summary 


1. Endometrial cancer occurs about twice as 
often after the menopause as before it. 

2. The triad of metabolic diseases—obesity, 
hypertension and diabetes mellitus, often 
characterizes the menopausal or postmeno- 
pausal woman with endometrial cancer, but 
not necessarily the younger patients with the 
earlier lesions. 


. For early diagnosis we must not ignore or 
assume causes of abnormal uterine vee Bey 
but must investigate promptly. We must not 
forsake the curette for the swab, as was urged 
by the late Dr. Emil Novak. 
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Conclusions 

Most recent studies now suggest that early 
diagnosis and prompt surgical excision of the 
involved uterus is the common denominator 
in successful therapy of carcinoma of the cor- 
pus uteri, and that the use of radium pre- 


operatively is superfluous in the management 
of operable patients. 
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(1) Schwartz, A. E., and Brunschwig, A.: Radical 
panhysterectomy and pelvic node excision for 
carcinoma of the corpus uteri. Surg., Gynec. & 
Obst. 105: 675, 1957. 


AN UNUSUALLY COMPLICATED VAGINAL 
HYSTERECTOMY 


(TYPHOID FEVER AFTER HYSTERECTOMY) 


JAMES E. BELL, JR., M. D. AND W. J. SNYDER, JR., M. D. 
SUMTER, S. C. 


dequate pre-operative evaluation and 

preparation has markedly increased the 

margin of safety with all elective sur- 
gery. Morbidity and mortality associated with 
hysterectomy has been further lowered since 
the introduction of the antimicrobial drugs. 
Pratt and Scherman' were able to reduce 
morbidity following vaginal hysterectomy and 
repair to 19.8%. Watts and Kimbrough’ re- 
port 19.9% morbidity in a combined study of 
hysterectomy. 

The failure to recognize the prodromal 
symptoms of a serious illness in the pre- 
operative evaluation of a patient recently 
operated upon, prompts us to report the fol- 
lowing case: 

R.L.J., colored female, age 28, gravida X, para 
VIII, aborta 1, was referred to us during her tenth 
pregnancy, with the request that a sterilizing opera- 
tion be done after delivery. Examination revealed 
marked relaxation of the vaginal outlet, cervicitis, and 
extensive varicosities of the legs. Her history sug- 
gested prolapse, though examination at twenty-four 
weeks gestation did not demonstrate prolapse. It was 
recommended to the referring physician that the 
operation be delayed until after delivery and involu- 
tion of the uterus. 

Examination at eight weeks postpartum, showed 
marked relaxation of the outlet, large cystocele, large 
rectocele, second degree prolapse of the uterus, and 
a grade two cervicitis. Papanicalaou smears were 
negative for malignancy. Vaginal hysterectomy and 
repair was recommended. When examined the day 
prior to surgery, the patient appeared in good con- 
dition. History revealed that she had had three loose 
stools two days previous, and two loose stools one day 
previous. She had had no stool the day before surgery. 
There was moderate malaise, but no fever. The white 
blood count was 5,100/cu. mm., with a normal differ- 


ential. It was thought that the patient was recovered 
from gastro-enteritis. On July 11, 1959, vaginal 
hysterectomy was done, using a modification of the 
Heaney technique. Anterior and posterior repair was 
done. Anesthesia was cyclopropane, ether, and oxygen. 
The procedure went quite well, being completed in 
one hour and twenty minutes. Blood loss was minimal, 
thanks to the pre-operative injection of the cervix with 
procaine and ephinephrin. No blood was given during 
surgery. The patient’s temperature was elevated to 
101° F. the afternoon of surgery. She was quite ill 
the first post-operative day with a temperature of 
103° F., malaise, generalized abdominal pain and 
nausea. The second post-operative day, the tempera- 
ture was 105° F. She was moderately distended and 
the abdomen was quiet. 

The next 14 days were quite hectic, with daily 
temperature spikes to 104 to 105° F. Signs and 
symptoms were those of fulminating peritonitis, with 
extreme abdominal distention. Constant gastric suction 
was maintained with the Levine tube. Intravenous 
alimentation was used. Electrolyte balance was 
checked with frequent determination of CO. com- 
bining power, serum sodium, serum potassium, and 
chloride determinations. Penicillin, streptomycin, and 
intramuscular tetracycline were given. Blood cultures 
were negative. The hemoglobin dropped gradually 
from 13.0 grams to 10 grams. Blood was given on 
three occasions. 

By the seventeenth post-operative day, an abcess 
was localized in the right mid-abdomen with fluctua- 
tion in the right lower quadrant. This abcess was not 
within reach of the pelvis. It was drained through a 
right lower quadrant incision. The patient then im- 
proved rather rapidly, the bowel function was re- 
established, but she continued to have daily tempera- 
ture elevations to 101° F. 

On the twenty-first post-operative day, she asked 
if she might visit two of her children who were pa- 
tients on the next floor. When we inquired the nature 
of their illness, we learned that the diagnosis of ty- 
phoid fever had just been made. Agglutinations were 
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then done and were positive for Typhoid H to 1:80 
and Typhoid 0 to 1:160. Stool cultures were positive 
for Salmonella typhosa. The patient was afebrile and 
symptomatically recovered after five days therapy 
with chloramphenicol. 

We now believe that this patient was in- 
cubating typhoid fever at the time of surgery. 
It is probable that she ruptured a Peyer's 
patch on the first or second post-operative day, 
causing the generalized peritonitis. 

The literature contained much regarding 
typhoid as it could complicate obstetrical and 
gynecological practice up to 1925. Our two 
leading American obstetrical and gynecologi- 
cal journals have been reviewed for the past 
ten years and only two references are found 
which mention typhoid. Alimurung and Mona- 
han* report a case of typhoid complicating a 


five months pregnancy, which was treated 
with chloramphenacol and recovered. Buch- 
man‘ reports a case of typhoid ulceration of 
the vulva in a twelve year old child. This case 
is presented to remind us that any unusual 
symptoms should be thoroughly investigated 
prior to elective surgery. 


(From the gynecological department of the Tuomey 
hospital, Sumter, South Carolina). 
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POST-OPERATIVE ADRENOCORTICAL FAILURE 
A CASE REPORT 


JOHN M. ROSS, M.D. 
COLUMBIA, S$. C. 


ince the advent of the widespread use of 
+ cortisone and ACTH therapy, a new 

problem has been presented to plague 
the surgeon—the management of the patient 
who has received adrenocortical hormones. 

The purpose of this paper is to call to the 
attention of the physician the fact that pro- 
longed administration of large doses of cortico- 
steroids is not the only condition in producing 
adrenocortical insufficiency. 

We are familiar with the fact that sufficient 
dosage, if given long enough, consistently in- 
duces adrenal atrophy and suppresses pituitary 
and adrenocortical function. Less familiar, 
perhaps, is the fact that adrenocortical and 
pituitary function may remain impaired for 
sometime after corticotropin has been ad- 
ministrated. This period of impairment may be 
as long as six months. If, during this time, the 
patient experiences stress of any kind, but in 
particular, surgery, the pituitary-adrenal sys- 
tem may be unable to cope with the situation. 
Therefore, the signs and symptoms of adreno- 
cortical insufficiency will develop.* 

Case Presentation 
The case for presentation is that of a 49 year old, 
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A case of postoperative adrenocortical failure 
is presented in detail. The action, of the adrenal 
hormones is discussed and an outline is given 
for the management of the patient who might 
be subject to this disorder. The recent literature 
is listed in detail. 











colored female, who was admitted to the Columbia 
Hospital on July 27, 1959, for a hysterectomy be- 
cause of metrorrhagia and uterine fibroids. The pa- 
tient had had two curretments prior to this admission. 
She gave a history of hypertension of unknown dura- 
tion with intermittant treatment. No other significant 
past history was elicited with the notable exception 
of symptoms of rheumatoid arthritis, and treatment 
with cortisone. The amount of cortisone was con- 
sidered negligible by the family physician, and the 
patient was unable to give any accurate history re- 
garding the type of cortisone therapy she had re- 
ceived. 

The physical examination at time of admission re- 
vealed a moderately obese colored female whose gen- 
eral physical findings were within normal limits with 
the exception of mild cardiomegaly, and a blood 
pressure of 200/150 mm. Hg. The pelvic examination 
revealed a hypertrophied, clean cervix; and the uterus 
was 2% times the normal size. The adenexa were 
normal. 
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The urinalysis on admission was within normal 
limits, hemoglobin was 10.8 grams per 100 ml. with 
a normal white count and differential. 

On July 28, the patient underwent a total abdominal 
hysterectomy under spinal and general anesthesia. 
The estimated blood loss was approximately 500 to 
700 ml. and she was given 500 ml. of blood during 
the procedure. 

The patient exhibited no signs of distress during 
the surgery or in the immediate post-operative period. 
The first post-operative day was uneventful, aside 
from a temperature spike to 101° F. in the afternoon. 
The physical findings at that time were negative. 
During the first 24 hours post-operatively, the urine 
output was in excess of 1500 ml. and the intake was 
2000 ml. intravenously. On the second post-operative 
day, the patient had a temperature of 100° in the 
morning. Physical findings were normal, and the pa- 
tient had no complaints. She received 1000 ml. dex- 
trose in water and 500 ml. 5% dextrose in normal sal- 
ine by 1 P. M. At 2 P. M. or approximately 48 hours 
post-operatively, the patient was noted by the nurse 
to be having chills. She was irrational and required 
restraint. Her temperature in the axilla was 104°, her 
blood pressure dropped to 90/50. She was perspiring 
profusely, with a pulse rate of 120-130 per minute. 
There was no evidence of external or internal bleed- 
ing. Blood studies at this time showed blood urea 
nitrogen to be 17.5 mg. sodium 133 mEq., potassium 
3.1 mEq., chloride 94.2 mEq., and a negative blood 
culture. Blood sugar and CO. were not reported; 
urinalysis was negative. 

She was placed in the Trendelenburg position, and 
intravenous infusion of 5% dextrose in water was 
begun. She was given Vasoxyl HCl. (methoxamine- 
HCl.) and Sparine (promazine-HCl.) the latter to 
control the excitement of the patient. Approximately 
80 to 45 minutes after the onset of this episode, 500 
ml. of whole blood with 100 mg. of hydrocortisone 
was begun. A response with mental clarity and blood 
pressure improvement was noticed almost immedi- 
ately. She rapidly became fully alert and rational, with 
a temperature of 99°, blood pressure of 150/90 and 
pulse rate of 100. At this time, an electrolyte solution 
(Travert #1), containing 100 mg. hydrocortisone 
and 500 mg. oxytetracycline was begun. The urine 
output for 8 hours following the episode of shock was 
600 ml. Eighteen hours after the episode, the patient 
received 100 mg. cortisone intramuscularly and was 
then begun on cortisone orally, 25 mg. twice daily 
which she received for 6 days, and it was then dis- 
continued. The remainder of the patient’s post-opera- 
tive hospital stay was uneventful. 

Following the episode of shock, upon investigating 
the patient’s therapy with cortisone, it was found 
from old records of the referring physician that she 
was first started on cortisone therapy in the form of 
intra-articular hydrocortisone, 25 mg. in both knees 
four times from February to March, 1958. She again 
received oral cortisone four mg. four times daily for 
four days, and 4 mg. twice daily for 10 days in May 


of 1958. In June of the same year, the patient was 
put on Aristocort (triamcinolone) which she took in 
“two dollar amounts,” that is, she would buy 6 to 8 
tablets when she had symptoms and take until they 
subsided. The patient denied having taken any corti- 
sone for 3 weeks prior to admission. 

A review of the physiology of the pituitary- 
adrenal system reveals that ACTH or cortisone 
therapy causes an increase in glycocorticoid 
levels. This increase is induced by cortisone 
directly, and is produced by adrenal stimula- 
tion with ACTH therapy. An increased level 
of glycocorticoids inhibits the output of endo- 
genous ACTH by the anterior pituitary. Pro- 
longed therapy with cortisone leads to marked 
hypoplasia of the adrenal cortex. On the other 
hand, however, prolonged ACTH therapy pro- 
duces only slight, if any, decrease in the size 
and function of the adrenals. The exogenous 
ACTH more than compensates for the de- 
creased pituitary output of ACTH. Thus the 
insufficiency is felt to be due to a failure of the 
hypoplastic adrenals to respond to increased 
ACTH from the pituitary, rather than the in- 
ability of the pituitary to produce ACTH. 

The action of these adrenal hormones is 
fourfold: 

1. The maintenance and control of electrolyte 
metabolism. This is accomplished by equal- 
izing the excretion of sodium with the patient's 
variable intake. The hormones facilitate 
sodium reabsorption from the renal tubular 
fluid. The hormones, also, control the amount 
of sodium excreted in sweat, saliva, and feces. 
This osmolaric change controlled by sodium, 
therefore, varies water balance. 

2. Control of vascular responsiveness. In the 
absence of adequate cortical hormones, vessels 
fail to constrict with repeated administration 
of ephedrine or norepinephrine. 

3. Relation to intermediary metabolism. A 
lack of cortical hormones creates the inability 
to convert stored proteins into carbohydrates. 
An increase in the storage of body proteins is 
also evidenced. This effect is the one that 
causes the surgeon the most concern and 
hesitancy in using corticosteroids with a pa- 
tient suspected of insufficiency. This concern 
is not wholly justified. It has been shown that 
irrespective of the amount of hydrocortisone 
given in a 30 minute period, 75 percent of the 
material or its breakdown products can be 
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demonstrated in the urine or stool within 24 
hours. Thus, even when excessive amounts of 
hydrocortisone are given, this rapid excretion 
prevents any deleterious effects in the post- 
operative period." 

4. The inability to stand stress. This is prob- 
ably the most important action of these hor- 
mones as far as we are concerned today. This 
lack of adrenocortical function is manifested 
by symptoms related to the first three actions 
just mentioned. 

The pathologic changes which occur in a 
patient who has had cortisone are grossly, a 
decrease in the weight of the gland, associated 
with pallor, and a narrowing of the cortex. 
Microscopic examination reveals a loss of 
cellular lipid content in both the zona glo- 
merulosa and in the zona fasciculata. This loss 
is replaced by eosinophilic granular cyto- 
plasm. An examination of the adrenals, weeks, 
even months, after therapy has been discon- 
tinued will show a return of the lipid content 
and a disappearance of the eosinophilic granu- 
lation. There is microscopic evidence that 
atrophic changes can occur after just five days 
of cortisone therapy. Thus, theoretically, any 
dose equalling or exceeding the daily physio- 
logical requirements of adrenocortical hor- 
mones may suppress adrenal endogenous 
function. Therefore, the physician should not 
be lulled into a false sense of security on the 
basis that the hormone use was of minimal 
dosage or was for a short period of time. And, 
as has been presented in our case study, the 
period of time elapsing since the hormone was 
discontinued cannot be used as a measure for 
the need of pre- and post-operative cortisone 
supportive therapy.”° 

One case reviewed was that of a patient who 
died in acute adrenal insufficiency following 
removal of a bunion. This patient had been 
on oral cortisone therapy until 414 months 
prior to surgery and had received on injection 
of intra-articular hydrocortisone 15 days prior 
to surgery. Another patient had received 1.9 
grams of cortisone over a period of a month, 
but received no cortisone for 18 hours prior 
to 5 minutes of anesthesia for manipulation of 
a stiff arthritic knee. Twelve hours following 
surgery, the patient developed shock which 
responded to intravenous hydrocortisone.* 
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In order to forestall any difficulties, most 
writers recommend testing the function of the 
adrenal cortex pre-operatively. This can be 
done by 17-ketosteroid determination which 
will show a decrease in the patients with hypo- 
functioning glands. Another method is the 
water-loading test of Robinson, Power, and 
Kepler in which the fasting patient is given 
20 ml. of water per kilogram of body weight 
in a 30 minute period. The normal patient will 
excrete 70 to 90 per cent within 4 hours. The 
patient with decreased cortical function will 
usually excrete less than 50 per cent in 4 hours. 
However, positive results have been gotten in 
cases of malnutrition and alcoholism. Prob- 
ably the most popular test is the Thorn Test. 
In this, the normal response of a normal gland 
is a decreased total eosinophilic count follow- 
ing administration of ACTH. 

If shock from adrenocortical insufficiency 
occurs, or if it is suspected of occurring, a test 
of Perlmutter at Brooklyn, N. Y., ‘is reported. 
This test can corroborate clinical impressions 
one hour after seeing the patient. It is done 
by simultaneous determination of serum and 
urine sodium concentration. If a deficiency of 
adrenal corticosteroids is present, the renal 
tubules are unable to absorb’ sodium ade- 
quately, so there is a persistent urinary salt 
loss despite hyponatremia. This test is also 
positive in patients with renal tubular damage, 
as in salt-losing nephritis.** 

However, there is a simpler method of test- 
ing which will add strength to the clinical 
post-operative impression of adrenocortical in- 
sufficiency. It is the determination of the total 
eosinophilic count. Normally, following sur- 
gery (or stress) there is a decrease in eosino- 
phils for 24 to 48 hours. Therefore, with the 
presence of 50 to 100 eosinophils per cu. mm. 
of blood within this period, adrenocortical in- 
sufficiency should be suspected.** 

The development of adrenocortical in- 
sufficiency post-operatively may be sudden or 
subtle. It has been noted that a hypoadrenal 
response is seldom evidenced during anes- 
thesia. However, high spinals or deep general 
anesthesia seem to predispose to hypoadrenal 
shock post-operatively. 

The signs, symptoms, and laboratory find- 
ings suggestive of and associated with acute 


227 


rm Fs 


‘ 


eT snirsa 


ifs 








adrenocortical insufficiency are as follows: 

1. Delayed shock unrelated to a depleted 
blood volume, plus a lack of response to 
blood replacement. 

. Marked hypotension with tachycardia. 

. Cyanosis of fingers, toes, neck, and face. 

. Profuse sweating with extreme thirst. 

. Marked hyperpyrexia with cold, clammy 
skin. 

. Mental confusion, followed by disorienta- 
tion and coma. 

. Pain and tenderness of both kidneys. 

. Oligura and anuria. 

. Increased NPN and serum potassium. 

. Decreased serum Na. and serum Cl. 

. Occasionally, a low blood sugar is present. 

. No decrease in the total eosinophilic count. 

. Albuminuria is occasionally seen. 

. May be a low CO:, 

. And, there is usually an excessive loss of 
urinary salt. 


The consensus of all writers in regard to 
treatment is: when in doubt, give cortisone. 
All writers state that the patient on cortisone 
at the time of surgery should have the dosage 
increased pre-operatively and for several days 


post-operatively and maintained for 3 to 5 
days. All patients who have ever had cortisone 
and exhibited hypercortisonism should also be 
treated pre-and post-operatively. It is also 
recommended that the patients who have had 
cortisone prior to a six-months period before 
surgery, even though they have not exhibited 
hypercortisonism, should be followed closely 
for the first 24 to 48 hours post-operatively. 
This includes hourly recordings of urine out- 
put, blood pressure, and temperature. In con- 
trast to the usual fluid therapy, these patients 
should be given a minimum amount of water. 
If insufficiency occurs, normal saline, post- 
operatively, should be administered. It has also 
been noted that since morphine potentiates 
the insufficiency, it is recommended that no 
morphine or its derivatives be used. 

The management of the patient who has re- 
ceived corticosteroids within six months prior 
to surgery, but not currently under treatment 
is set forth by McMillian, Powell, and 
Haines.** The recommended method is as fol- 


. Cortisone acetate 50-100 mg. intramuscu- 
lary the evening prior to surgery. 

. Hydrocortisone, 100 mg. intravenously 
through the night prior to surgery and re- 
peated following surgery. 

. Cortisone acetate 25-50 mg. once or twice 
daily thereafter so long as it is felt neces- 
sary to avoid insufficiency.** 

A suggested dosage schedule for patients 
who are receiving cortisone or ACTH at the 
time of surgery is outlined as follows: 


1. For the patient on cortisone therapy, ACTH 
20 to 30 units intramuscularly every 6 hours 
for five days prior to surgery, then an ad- 
ditional 100 mg. of cortisone intramuscu- 
larly daily for two days before surgery and 
the day of surgery. Post-operatively, the pa- 
tient is given 25 mg. of cortisone intra- 
muscularly every 6 hours for three days, 
then the pre-operative oral dosage is re- 
sumed. Also ACTH is given in 20 units 
doses every 4 to 6 hours for 2 days, then 15 
units every 6 hours for 2 days, then 10 units 
twice daily for 2 days, then 5 units twice 
daily for one day. 

. The dosage schedule for a patient on ACTH 
therapy at the time of surgery is 100 mg. of 
cortisone intramuscularly daily for 2 days 
before surgery and the day of surgery, with 
a continuation of the usual dose of ACTH. 
Post-operatively, these patients receive 25 
mg. of cortisone every 6 hours for 2 days, 
then 25 mg. every 8 hours for 2 days, 25 
mg. every 12 hours for 2 days, and finally 
25 mg. daily for 2 days. 

3. The patients on ACTH or cortisone therapy 
who require emergency surgery, are given 
their usual hormone dose, plus 300 mg. of 
cortisone intramuscularly and 30-50 ml. of 
aqueous adrenal cortical extract intra- 
venously during surgery. The post-opera- 
tive coverage is as outlined in the two pre- 
vious schedules.** 


Summary 
Unexplained shock states post-operatively 
which fail to respond to vasopressors or ade- 
quate blood replacement are most likely due 
to adrenocortical insufficiency. 
It is recommended to suspect and treat pa- 
tients who have been treated previously with 
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adrenal hormone bearing in mind the maxim 
that insufficiency is easier to prevent than to 
treat. 
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MEDICAL COLLEGE CLINICS 


THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM OF THE MONTH 
Hypercalcemia (Parathyroid adenoma) 


Dae Groom, M. D. 
Dept. of Medicine 


Case Record—The finding of marked wasting and 
flabbiness of all muscle groups of a 24 year old Negro 
confirmed his history of progressive weakness. Pre- 
viously healthy and accustomed to heavy manual 
labor, he had within three months become unable to 
work and had lost some 30 pounds in weight despite 
a good appetite. During the same period of time he 
had experienced dull aching pain in the spine and 
bones of the extremities. Other associated symptoms 
were polydipsia and nocturia, occasional edema of 
the ankles and intermittent abdominal distress with- 
out any specific gastrointestinal dysfunction. Because 
of painful heels he walked on his toes. 

When the electrocardiogram on the left was made 
the patient’s serum calcium was 19.8 mg. per 100 ml. 
(the phosphorus 3.0 mg., alkaline phosphatase 17.1 
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King-Armstrong units). The 24-hour urinary excretion 
of calcium with the patient on a low calcium diet was 
approximately five times normal—610 mg. Various 
tests of renal function indicated considerable impair- 
ment but the blood urea nitrogen level was normal, 
as were the total and fractional serum proteins. There 
was a moderate hypochromic anemia. 

Roentgenographic findings were consistent with 
hyperparathyroidism, showing marked rarefication of 
all bones of the skull, spine and extremities. Loss of 
the lamina dura was evident on the dental films. Pos- 
sibly on account of the short duration of the disease, 
no calcification was visible in the kidneys or vascular 
structures. 

At operation a parathyroid adenoma was searched 
for and found—a 3.5 x 3 x 1.5 em. nodule having a 
prominent vascular pedicle and a bluish discoloration, 
located below and behind the left lobe of the thyroid 
between the carotid sheath and the prevertebral fas- 
cia. Biopsy of a grossly normal parathyroid from the 
opposite side of the neck showed relative atrophy of 
glandular epithelium. 
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The tracing on the right was made one week after 
operation at which time the calcium level had drop- 
ped to 9.9 mg., (phosphorus 2.0 mg., alkaline phos- 
phatase 34.7 mg.) and the urinary calcium excretion 
to 70 mg. with the patient receiving a high intake of 
dietary and supplemental calcium. A striking increase 
in muscle strength and tonus was noted postopera- 
tively. 

This young man had no evidence of cardiac dis- 
ease. 

Electrocardiograms—The electrocardiogram on the 
right is normal and shows only a sinus arrhythmia 
which, curiously, is not notable in the pre-operative 
record. The QRS complexes are of somewhat higher 
amplitude and greater width in all leads (including 
the precordial leads which are recorded at half sen- 
sitivity throughout) before surgery with some ap- 
parent slurring or notching in II, III and AVF where 
the T waves are inverted. 

There is a difference of about 0.04 sec. in the 
Q-T intervals of the two tracings but a more striking 
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contrast is in the junction between the QRS and T 
waves: when the calcium level is abnormally elevated 
there is practically no S-T segment, the T waves ap- 
pearing to begin prematurely above or below the 
baseline. Minimal, if any, change takes place in the 
P waves or P-R intervals. 

Discussion—Relatively little has been written about 
the electrocardiographic signs of hypercalcemia, 
probably because they are less -dramatic, less diag- 
nostic than those of low calcium states. Certainly this 
case represents an extreme degree of hypercalcemia in 
a young man with a presumably normal heart and a 
comparison of his electrocardiograms, made the same 
month, could be expected to portray the isolated 
effects of an excessive level of calcium in the blood. 

The Q-T interval (more specifically, the length of 
the S-T segment) is shortened in hypercalcemia in 
accordance with the known inverse relationship be- 
tween length of the Q-T and the level cf serum cal- 
cium. Additionally in this case there are the changes 
in depolarization potential, in repolarization, and the 


230 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


-=—~y -- 





~=—~y -- 





suppression of the sinus arrhythmia which can hardly 
be attributed to anything but action of the calcium 
ion. It is difficult to say how much of the apparent 
widening of QRS complexes is due to a prolongation 
of depolarization and how much to premature begin- 
ning of repolarization—both are evident here. Some 
aberration of ventricular conduction could of course 
account for both the QRS and T wave alterations. 
However all these features of the pre-operative ECG 
are remarkably minor considering the degree of 


electrolyte disorder. Knowing the clinical data and 
the effects of a deficiency of calcium ion one can re- 
gard them as significant. 


The action of calcium on the heart is similar in 
some respects to that of digitalis, both electrically and 
physiologically. While hypercalcemia alone may be 
tolerated well by the myocardium, the hazard of in- 
jecting calcium into a digitalized patient is well 
recognized. 








Studies of assisted circulation of heart failure. 
I. Method of Producing Heart Failure in the Dog 

Frank J. Veith, M. D., Wendell B. Thrower, M. D., 

(Charleston) Dwight E. Harken, M. D. and Fran- 

cis D. Moore, M. D. Surg. Gynec. & Obst. 109:687- 

690, Dec. 1959. 

An experimental animal in heart failure is required 
to evaluate partial cardio-pulmonary bypass as a means 
of assisting the failing heart. The Barger technique 
for creating right-sided congestive failure by the 
staged production of tricuspid insufficiency and pul- 
monary artery stenosis is the most thoroughly studied 
and reliable of the many experimental forms of heart 
failure. However, the original technique has never 
been described in detail. In the first six animals 
operated on by the original technique, there were 
five deaths due to technical errors. Work was then 
done on cadavers and several improvements in the 
original technique evolved. With the improved tech- 
nique, there has been only one death in the last four- 
teen animals. All of these developed the typical form 
of right-sided heart failure. Because the method pro- 
duces a reliable and well studied form of heart fail- 
ure, these improvements will be reported in detail. 
A special tricuspid valvulotome is depicted. A method 
for assuring complete tricuspid valve destruction is 
outlined. A new clamp is introduced for safety iso- 
lating and stenosing the pulmonary artery. 

The use of sodium excretion following a standard 
saline load as an index of the degree of heart failure 
before and during assisted circulation is introduced. 
II. The Affect of Partial Extracorporeal Bypass on 

Normal and Heart Failure Dogs 

Wendell B. Thrower, M. D., (Charleston) Frank 
J. Veith, M. D., Stephen Lunzer, M. D., Dwight 
E. Harken, M. D., and Francis D. Moore, M. D. 
Surg. Gynec. & Obst. 110:19-26, Jan. 1960. 
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Recent success of total cardio-pulmonary bypass 
for open heart surgery has stimulated the interest in 
methods of partially assisting the failing heart over 
long periods of time. The lack of an objective index 
of improvement in evaluating the critically ill patient 
has led us to look to the animal laboratory for a 
method. 

This project was designed to study the use of the 
urinary excretion of sodium as an index of the status 
of heart failure in the dog while on partial bypass 
with a Kay-Cross disc oxygenator. This index of 
heart failure has been well studied by Barger and is 
certainly the best known form of chronic right-sided 
heart failure. 

Ten normal dogs were perfused as controls. The 
urinary sodium excretion following a standard saline 
load fell within normal limits in the majority of these 
animals on bypass. 

Heart failure was then created by a modification 
of the Barger technique in 15 dogs, by the combined 
production of tricuspid insufficiency and pulmonic 
stenosis. These animals characteristically retained 
sodium after standard saline load according to a pat- 
tern that has been well documented by Barger. 

Four of the 15 heart failure animals were partially 
bypassed from one to three hours duration. The 
sodium excretion while on partial bypass was the 
same or less than the excretion during the control run 
without bypass. Explanations for the discrepancy be- 
tween the urinary excretion of the normal and heart 
failure animals are offered. 

The majority of the normal animals which were 
successfully bypassed lived but all of the heart failure 
animals died shortly following perfusion, with obvious 
increased congestion of the splanchnic system. This 
study points out the fact that further animal investiga- 
tion is indicated before applying partial perfusion in 
its present form to the heart failure patient. 








RHEUMATIC FEVER 


William Weston, Jr., M. D. 
Columbia, S. C. 


It is evident that rheumatic fever in the for the year 1958— 
clinics is discovered comparatively late, ie., 195 cases with percentage of 2.9; and for the 
in chronological years. We have twenty active year 1959— 


cases in our private practice who are under 129 cases with percentage of 5.2. 
our treatment, with an average age of 6.7 Mortality: 
years, while in the clinic the average age is | Number of deaths reported of rheumatic fever 


14.3 years. This, to me, indicates that we are _ for the year 1958— 
not seeing or diagnosing our clinic cases 105 deaths with percentage of 4.2. These were 
sufficiently early. based on a rate of 100,000 population. 


JONES CRITERIA (MODIFIED FOR GUIDANCE IN THE DIAGNOSIS OF 
RHEUMATIC FEVER*: 


Major Criteria: Minor Criteria: 

(1) Carditis (1) Fever 

(2) Polyarthritis (2) Arthralgia 

(3) Chorea (3) Prolonged P-R interval in the ECG 

(4) Subcutaneous nodules (4) Increased ESR, WBC, or presence of 
C-reactive protein 

(5) Erythema marginatum (5) Preceding beta hemolytic streptococcal 
infection 


(6) Previous rheumatic fever or inactive 
rheumatic heart disease 
*Bulletin, American Heart Association, 1955, p. 5. 


Rheumatic fever is quite prevalent in South This disease is usually preceeded by beta 
Carolina. The morbidity rate and the mortality hemolytic streptococcus A infection, most 
rate are as follows: often the throat. The heart is usually not in- 

Morbidity: volved in the first attack, but frequently in re- 


Number of cases reported of rheumatic fever current episodes; therefore, it behooves us to 


RHEUMATIC FEVER PRIVATE PATIENTS 21 


Major Manifestations Minor Manifestations 

Carditis 21 Frequent URI 17 
Polyarthritis 13 Fever, recurrent 13 
Chorea 1 Increased sed. rate 17 
Subcutaneous nodules 0 Anti S O Titer (increased) 4 
Erythema marginatum 1 Family history of Rheumatic Fever 6 


RHEUMATIC FEVER CLINIC CASES 155 


Major Manifestations Minor Manifestations 

Carditis 155 Frequent URI and sore throat 25 
Polyarthritis 91 Fever, recurrent 30 
Chorea 1 Increased sed. rate 118 
Subcutaneous nodules 0 Increased A S O titer 23 
Erythema marginatum 1 C Protein Reactive 54 
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prevent succeeding attacks, which prophylaxis 
is usually accomplished by using intramuscular 
injections of benzathine penicillin-G, suffi- 
ciently large amount to last four weeks, 600,- 
000 units under 6 years, and 1,200,000 units 
over 6 years, repeated every four weeks (28 
days ). Sulfadiazine is sometimes administered 
per os, 0.5 to 1 Gm., every 24 hours daily to 
prevent streptococcus infections, but it will 
not eradicate the streptococcus infection when 
present. ° 

For dental extraction or elective surgery we 
give all-purpose Bicillin, 1,200,000 units intra- 
muscularly three days before and procaine 
penicillin, 300,000 units, the day of, and 600, 
000 units of penicillin the day following the 
operation. 

Many cardiac clinics advise the use of a 


preventive with benzathine penicillin-G with 
congenital heart disease, or with siblings who 
have brothers or sisters with rheumatic fever. 
The latter is especially noted when parents 
have history of rheumatic fever in the low 
socio-economical scale. 
Summary and conclusion: 

The outline of Rheumatic Fever emer- 
gencies with their treatments has been given. 

Prevention of recurrent attacks of rheumatic 
fever is essential. Benzathine penicillin G has 
proven the most satisfactory drug to control 
streptococcus infections. 

Good housing, proper clothing, and proper 
food, with sufficient rest, will assist in pre- 
venting recurrent attacks of rheumatic fever. 


*Gasul, B. M. and Arcilla, R. A.: Prophylaxis and 
treatment of cardiovascular emergencies in infants and 


children. JAMA, 172:44, 1960. 


RHEUMATIC FEVER EMERGENCIES 


I. Fulminating infections with or 
without proven bacteremia. 
Original or recurrent exacerbations 
Bacterial endocarditis 


II. Cardiac decompensation 
Congestive heart failure 


III. Pancarditis 


IV. Cardio-renal complication 


V. Chorea 


Treatment 
One million units penicillin every 4 hrs. 
Steroids 


Digitalization—Lanoxin, 0.02 to 0.03 
mg. per lb. body wt. Ist dose % of 
total, then %4 in 6 hrs. and % repeated 
in 12 hrs., 1/10 of total dose daily for 
continued digitalization 

Oxygen tent : 

Sedation 

Low sodium intake 


Same as above 

Digitalis 

Diuretic (Mercuhydrin 
(Diuril 
(Diamox 

Fluid Balance 


Sedation-barbiturates 
Tranquilizers 
Isolation 


The general therapy of rheumatic fever is 

(1) bed rest during acute symptoms and febrile attack 
(2) salicylates % gr. to % gr. per lb. body wt. 

(3) fluids in abundance 


(4) dietary control with ascorbic acid—proteins—fruits—vegetables—eggs and 
milk products 


(5) eliminate streptococcal infection 
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ORGANIZATION IN OUR COUNTY SOCIETIES 


It should be axiomatic that a unit which is as im- 
portant to the whole State Medical Association as a 
county society should have an adequate and well planned 
organization. Unfortunately, this is not always the case. 
On many occasions, officials of the State Society have 
contacted local groups, and have found it very difficult 
to pinpoint the person responsible for the problem to be discussed. At times, even the Presi- 
dent of the County Medical Society has been unaware that he held this honored position. It is 
important that the County Medical Society elect officials who will recognize their responsibili- 
ties and fulfill them. It is not fair to select a young and inexperienced person to responsible 
leadership just because it is felt that he will take the job, and has nothing else to do anyway. 
Likewise, it is not fair to the society or the man, to elect a senior physician to the presidency 
who will feel that the position is an honorary one without responsibility. It takes a mutual 
understanding between potential officers and the society itself, as to who are the proper ones 
for leadership. 

In order that county society work might be carried on most efficiently many of our larger 
counties have organized their membership into committees whose duties it is to consider the 
problems which come under their particular scope. Committee set-up is followed all the 
way through organized medicine. The American Medical Association has many Councils and 
Committees which study varied and sundry subjects relating to medical care. Our State So- 
ciety also is organized into committees, some of which are similar to those in the American 
Medical Association, and some which are necessary because of our own peculiar local situa- 
tions. Of the County Societies in our state some are already set up into committees. Some 
follow to some extent the standing committees of our State Association. Other committees 
are varied to meet special needs. It is recommended that every county society, no matter how 
small, be organized into committees according to their local need and interests. 


Most important is an executive committee. The smaller counties can throw all of their 
problems in this committee if it be desired. However, the main point is to have someone in 
authority who recognizes it as his responsibility and who has the power to act. If occasion 
should arise that the South Carolina Medical Association wants to discuss a problem with the 
County Society or, as often happens in our legislative crises, it becomes necessary to elicit the 
aid of the County Delegation on a local basis, it is absolutely imperative that someone has been 
delegated to receive such information and requests. Some of the medium sized counties 
might also want to consider a committee on emergency care, which could include furnish- 
ing 24 hour emergency service for people unable to locate their family doctors, as well as the 
more complex organization of civil defense and catastrophe emergency plans. 

It has been suggested, and we hope that some uniformity might be carried out, that all 
county officers be elected in December. Even though our Medical Association usually meets 
in May, the fiscal year of the South Carolina Medical Association and the American Medical 
Association, runs from January Ist. to December 31st. It is well that the officers, particularly 
the Secretary and Treasurer whose job it is to collect dues, should not be crossed up between 
two different officers during the same year. We hope that all counties will take cognizance of 
this, so that their organization for the coming year can be done during the preceding De- 
cember. 

As indicated in my letter last month, one of the goals for my administration this year is to 
have a State Association fully informed about the problems of each individual county and have 
the members of each individual county society informed as to problems and provosals which 
have been brought up on a state basis. It is hoped that during the coming year this exchange 
of ideas can be carried out between all counties in the state, and that next May when our 
delegates meet for their annual deliberation, we will have a House of Delegates better in- 
formed than ever before. 





Joseph P. Cain 
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MYRTLE BEACH MEETING 


The 112th Annual Convention of the Asso- 
ciation ran a very successful course at Myrtle 
Beach on May 17, 18 and 19. There was a 
good attendance, exceeding 500 physicians, 
and attention to the scientific program was 
noticeably better than it has been in past 
recent years. Social events were pleasant and 
everything ran very smoothly. The business of 
the Association was conducted ably by Dr. 
William Weston, who retired at the end of 
the Convention and made way for Dr. Joseph 
P. Cain of Mullins. Dr. B. J. Workman of 
Woodruff was chosen vice-president, Dr. 
Robert Wilson was re-elected secretary and 
Dr. J. Howard Stokes was again named as 
treasurer. 

There was little or no controversial activity 
in the business sessions. A resolution intro- 
duced by the Greenville Society calling on the 
Federal government to cease entering into 
new programs and to decline to engage in 
the various social welfare schemes which had 
been proposed produced a bit of discussion 
and was finally passed in an atmosphere of 
hope rather than expectation of accomplish- 
ment. 

There was some discussion over the de- 
sirability of promoting compulsory immuniza- 
tion of pre-school children against diphtheria, 
whooping cough, tetanus, and poliomyelitis. 
The final decision was that legislation should 
be encouraged, even though there might be 
some reservation of opinion about the de- 
sirability of any compulsory measure in this 
field. 

An arrangement for biennial registration of 
physicians with the State Board of Medical 
Examiners was endorsed. This measure had 
been discussed before and drew some dis- 
cussion but it was passed without any real 
obstruction. 

The Benevolence Committee which was 
proposed last year was recommended for 
implementation by the Reference Committee 
and Dr. W. A. Smith was elected for a three- 
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year term, Dr. O. B. Mayer for two years and 
Dr. Thomas G. Goldsmith for one year as a 
committee to develop details of the plan. No 
specific sum of money was appropriated, but 
Council was instructed to consider something 
in the neighborhood of $20,000 if that amount 
was satisfactory or feasible, or else to deter- 
mine what funds could be utilized without 
injury to the general state of the treasury. Dr. 
Charles N. Wyatt of Greenville was named 
president-elect, and Dr. J. H. Gressette was 
elected to fill his place as chairman of Council. 
Dr. Clay Evatt of Charleston was elected 
Councillor from the First District, Dr. John P. 
Booker, Walhalla, from the Fourth District, 
and Dr. Norman O. Eaddy, Sumter, from the 
Seventh District. 

Members of the Mediation Committee 
elected were: Drs. Henry Robertson, Charles- 
ton, First District; Anthony White, Easley, 
Fourth District; and S. E. Miller, Georgetown, 
Seventh District (re-elected). Members of the 
State Board of Medical Examiners re-elected 
were Dr. Harold Jervey of Columbia, Dr. 
Harold S. Gilmore of Nichols. Members of 
the Hospital Advisory Committee of the State 
Board of Health: Drs. Roderick Macdonald 
of Rock Hill, and Dr. B. J]. Workman of Wood- 
ruff were also re-elected. 

Charleston was chosen as the meeting place 
for next year’s convention. 


OBSTETRICAL BEDS 

With the increasing number of new hos- 
pitals, particularly in suburban areas, and in 
the adjacent smaller towns, some city hospitals 
have found themselves in the position of hav- 
ing a relatively large number of vacant beds in 
their obstetrical departments. In some large 
hospitals an occupancy of 50 to 60 per cent is 
quite usual. This small use of the available 
beds produces an economic loss to the institu- 
tions. 

Many of these hospitals face a crowded 
situation in other parts of the hospital, and in 
order to relieve the shortage of beds in these 
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departments, it has been proposed in several 
hospitals that it might be possible to use the 
surplus obstetrical beds for gynecological pa- 
tients. As a matter of fact, this arrangement 
has already been established in some hospitals 
which have surveyed their individual situa- 
tions and decided that certain types of 
gynecological patients might safely be cared 
for in an obstetrical ward. 

In order to provide a sound basis for this 
decision, seven national medical organiza- 
tions have united to make a survey to de- 
termine the advisibility and feasibility of 
carrying out the proposed arrangement. They 
are the American Academy of General Prac- 
tice, American Academy of Pediatrics, Amer- 
ican Hospital Association, American Public 
Health Association, the Children’s Bureau of 
the Department of H. E. W., and the Maternal 
Health Nursing and Statistics Section of the 
United States Public Health Service. They 
will be working under a grant from the Na- 
tional Institutes of Health, and it is to be ex- 
pected and hoped that a reasonable answer 
to the question will soon be established for 
guidance in the many instances in which it 
will be needed. 


CHARLES N. WYATT, M. D. 
PRESIDENT-ELECT 

Charles N. Wyatt, President-elect of the 
South Carolina Medical Association was born 
in Easley, South Carolina, January 3, 1904, the 
son of Charles Newton and Addis Pickens 
Wyatt. His father and one uncle practiced 
medicine in Easley for a number of years. 

Dr. Wyatt was educated in the public 
schools of Easley, attended Wofford College 
for one year and the College of Charleston for 
two years. He graduated from the Medical 
College of South Carolina in 1927, and 
trained at St. Francis Xavier in Charleston and 
Emma Moss Booth Memorial Hospital in 
Greenville, $. C. He started practicing medi- 
cine in Laurens in November, 1928, later re- 
turned to Greenville, August, 1928 in the 
office of Dr. Hugh Smith. In June, 1928, he 
married Louise C. Patjens of Mt. Pleasant, 
S. C., and they have three children. One of 
them, Louise Wyatt, is a Junior at the Medical 
Coliege of S. C. 





/Y ATT 
President-elect of the South Carolina Medical Associa- 
tion 1960-1961. 


Dr. Wyatt served nearly five years in the 
Army of the United States in World War II. 
Entering as a Captain of Medical Corps, June, 
1941, he advanced to Colonel, August, 1944. 
He was Chief of the Medical Service Station, 
Camp Forrest, Tenn., and commanded Field 
Hospitals in Iran, Station Hospitals in Iran, 
Italy and Okinawa. Honorably discharged 
from service February, 1946, he resumed gen- 
eral practice in Greenville early in 1946 and 
has been hard at it ever since. 

He has served as President of the Green- 
ville County Medical Society, President of the 
South Carolina Chapter of the American 
Academy of General Practice, Delegate to the 
AAGP for ten years, serving on several com- 
mittees, Alternate Delegate to the American 
Medical Association, serving as Delegate at 
the interim session in Minneapolis, December, 
1958. Membezx of the Council South Carolina 
Medical Association since 1951, he served as 
Chairman of the Council 1959-60, Chairman 
Committee of Civil Defense, S. C. M. A. for 
five years, Member of the Committee on Dis- 
aster Medical Care, Council on National 
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Security of the American Medical Association. 


He has been a member of the Lions Club 
of Greenville for twenty-five years and presi- 
dent in 1948-49. He is a member of the 
Country Club, Greenville, a 32nd Degree 
Mason and member of the Ancient Arabic 
Order of the Mystic Shrine. He is Medical 
Director of HEJAZ Temple of Shrine, and a 
member of the Trinity Lutheran Church, 
Greenville and a member of the Chamber of 
Commerce of Greenville and the U. S. 


At present and for the last fourteen years 
he has practiced general medicine at 301 East 
Coffee Street, Greenville, in partnership with 
Dr. Horace M. Whitworth. 





HYPNOTISM REVIVED 


Stemming directly from the teachings of 
Mesmer in the late eighteenth century and a 
background reaching into antiquity, hypno- 
tism has enjoyed a cycle of alternating popu- 
larity and neglect. At the moment it seems to 
be climbing again to a peak of medical favor 
and respectability. 

Mesmerism enjoyed a great vogue until it 
was condemned officially by an investigating 
board which included Benjamin Franklin, and 
was out of favor until another investigation in 
1826 brought a more favorable report, and 
Poyen, a proselyting Frenchman, created a 
great interest in its qualities in America. Fol- 
lowing this appearance at the crest of the 
wave it sunk again into the trough and has 
had its ups and downs ever since, until now 
it has the modified blessing of the AMA and 
the encouragement of a number of accepted 
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courses of instruction in reputable medical 
schools. 

The uninitiated is inclined to wonder 
whether today’s resurgence is only another 
wave in the cycle, and to question the reasons 
for former declines. Advocates claim that 
“there is considerably more psychodynamic 
understanding of what hypnosis is than was 
true in the past”, and even if this statement is 
unclear to the medical layman — that is, the 
non-psychiatrically-oriented medical man — 
he concedes some correlation with modern 
psychosomatic concepts and even the more 
obscure depths of psychiatry. 

The technique of hypnotism appears to be 
simple. Its dangers are well recognized, and 
it seems unwise for the run-of-the-mill prac- 
titioner to attempt anything more than the in- 
duction of the lighter stages of hypnosis. In- 
duction of the deep trance should be left to 
those in psychiatry or those with special train- 
ing who can un-trance the entranced quickly 
and effectively if need be. 

It would probably surprise the old family 
doctor to realize that he practiced a great deal 
of “suggestion therapy” under the guise of the 
bedside manner and the close relationship be- 
tween doctor and patient. Perhaps the decline 
of these approaches in the modern physician 
may explain some of the current interest in 
hypnosis and the pleas for extension of its 
uses. It is reasonably sure that the older phy- 
sician would have been less likely to trans- 
gress the bounds of safety and simplicity in 
the unconscious use of what can now be a 
valuable recognized technique, provided its 
limits are clearly understood. 


THE PRESENT STATUS OF THE 
SOUTH CAROLINA MEDICAL 
ASSOCIATION AND THE FUTURE 
OF MEDICINE AS OPPOSED TO 
SOCIALIZED MEDICINE 


WILLIAM WEsTON, JR. 


South Carolina has a glorious past in Medi- 
cine and should have a marvelous future. 
Worth mentioning are Dr. Hugh Huger 
Toland, (1806-1880), who established the 
University of California Medical School, the 
celebrated Marion Sims, (1813-1883, who 
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founded the Woman's Hospital in New York 
City, Dr. Harry Mustard, who did much in 
Public Health, and Dr. Edwin Samuel Gail- 
lard, (1827-1885), who helped to eradicate 
yellow and malaria fever so that the Panama 


Canal could be finished. 


Even in our own lifetime there prevail some 

notable medical advances: 

(1) The first uncinaria americana (hook- 
worm) clinic in the world was in Col- 
umbia, South Carolina. 

(2) The first description of the pink dis- 
ease (acrodynia) in the New World 
was by a South Carolinian, and 

(3) The discovery of the iodine-rich soil in 
our State was made by my distinguished 
father, Dr. William Weston. 

This last named subject, iodine in the soil, 

should be emphasized and utilized. Our De- 

velopment Board could popularize this fact 
so that manufacturing plants galore could 
and would move into our State. 


(4) Dr. A. T. Moore is world renowned for 

his successful hip operations. 

Our Medical College has grown to great 
distinction. The research work done there in 
circulatory disturbances and cardio-vascular 
operations is internationally recognized. 

Our State Board of Health deserves a bou- 
quet for their astute control of water pollu- 
tion, allowing manufacturing plants to flourish 
without interfering with the wild life develop- 
ment. The Forestry Department deserves 
much credit in helping to make South Caro- 
lina a great place to work and live. We have 
an abundance of fruits, vegetables, cattle, 
wood, game, and fish. Let’s help keep it this 
way for future generations. 

Our population is two million four hundred 
thousand. That means an average of one doc- 
tor for every 1,600 individuals. That is just 
half of what it should be. We must have more 
doctors in South Carolina. 

Medicine deserves credit for its indepen- 
dence and not falling before the ax in this hor- 
rible Social Security, that is, in the manner it 
is set up and run now. We should owe our 
government a living and not feel that the 
government should owe us a living. The Mur- 





ray-Dingle Bill, the Forand Bill, and a few 
others have been executed, but believe you 
me, their demise is temporary and they will 
rise again. Let’s strive to maintain our in- 
dependence. Your children and grandchildren 
will appreciate your staunchness in helping 
to maintain the American Free Enterprise 
system. Good fair competition creates initia- 
tive, while socialism means stalemate and re- 
gression. 

Hearsay or word of mouth is a poor source 
of information unless the facts have been sub- 
stantiated. There are now three cases pending 
suit against doctors in South Carolina who 
signed certificates of commitment to the South 
Carolina State Hospital without making an ex- 
amination. Gentlemen, this is taking terrible 
risks. Let’s be more astute and careful. 


The Aged: 


Since the medical profession through 
science, diet, antibiotics, vitamins, and drugs 
is largely responsible for the prolongation of 
life, it is our duty and responsibility to take 
care of these whose years we have helped to 
lengthen. We must do this to the best of our 
ability and without cost to the patients unless 
their income warrants payment. There are ap- 
proximately sixteen million people in the 
United States who are 65 years or older. 
Shortening Courses for Doctors: 


The M. D.’s had a choice of 60 per cent of 
those in the top brackets of academic studies 
previous to 1950. This figure has dropped to 
40 per cent. Other professions have more to 
offer, especially from a remunerative stand- 
point. Therefore, we must meet the challenge. 
My suggestions: 

(1) Cut the preparation 

courses to six years. 


and medical 


(2) Eliminate interns and have assistant 
residents and residences. 
Civil Defense: 

{t is important that we must cooperate with 
the Civil Defense organization. An excellent 
schematic programme has been gathered— 
which I have placed on a table along with the 
maps in the northwest corner of the ballroom. 
What about a fallout or shelter area? Use your 
basement or a neighbor's basement. 
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Woman’s Auxiliary: 

This portion of our medical association is 
all important. If you wish something done 
promptly, then call on our auxiliary. If it is 
needed, you will find that they will accomplish 
it quickly. I gladly take my hat off to them. 





CORRESPONDENCE 





Dear Dr. Waring: 

The National Society for the Prevention of Blind- 
ness is receiving a number of inquiries regarding the 
relationship between oxygen therapy for premature 
infants and retrolental fibroplasia. Specifically, it is 
asked when the knowledge, that uncontrolled use of 
oxygen in the treatment of premature infants might 
result in retrolental fibroplasia, became generally 
available to the profession and hospitals. 

Those who fail to follow recommendations estab- 
lished by competent authority for prescribing oxygen 
for premature infants subject their patients to the risk 
of blindness. 

The entire medical profession and all hospital ad- 
ministrators have a duty to institute and persistently 
follow procedures in the administration of oxygen to 
premature infants that will prevent retrolental fibro- 
plasia. 

Enclosed is an annotated bibliography on the 
relationship of oxygen therapy to retrolental fibro- 
plasia. These references are set out in chronological 
order to show when it was that knowledge of the 
cause and prevention of RLF became available to 
the medical profession. 

Your cooperation in forcefully bringing this subject 
to the attention of your readers will be deeply ap- 
preciated by the National Society for the Prevention 
of Blindness and its Committee on Retrolental Fibro- 
plasia. Many others who have either a professional or 
personal interest in the universal use of such impor- 
tant sight saving information will be equally apprecia- 
tive. 

Thank you for your assistance. 

Sincerely yours, 

John W. Ferree, M. D. 
Executive Director 
National Society for the 
Prevention of Blindness 


THE MONTH IN WASHINGTON 

Politics now overshadows all other factors in the 
issue of health care for the aged. 

It appears certain to be a major issue in this year’s 
campaigning for the White House and Congress, 
regardless of what Congress does in the field before 
adjourning this summer. 

Both the Democrats and the Republicans are sup- 
porting costly, sweeping plans which differ on the 
basic approach. The major Democratic plans call for 
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use of the Social Security System. The Republican 
proposals would have the Federal government and 
the states put up hundreds of millions of dollars to 
help the aged buy health insurance on a voluntary 
basis. 

The medical profession and allied groups oppose 
these political solutions because, among many other 
important reasons, they actually would not meet the 
problems of many aged who need help in financing 
the cost of illness. 

Meanwhile, a key Democrat—Rep. Burr Harrison 
of Virginia—warned Congress against acting on such 
legislation in this year of a national election. He pre- 
dicted that if any such legislation should be approved 
this year, it “would be certain to be a monstrosity.” 

Noting that various solutions had been proposed, 
Harrison said: 

“The only features which these proposals have in 
common are that they are all tremendously expensive; 
they all propose revolutionary change, and they are 
all complicated, uncertainly-based and _little-under- 
stood by the prospective beneficiaries.” 

Harrison, who is a member of the House Ways and 
Means Committee which handles such legislation, 
urged that Congress defer action until next year. He 
recommended that, in the meantime, the Ways and 
Means Committee “conduct an exhaustive study of 
the various proposals.” 

In early May, the Eisenhower Administration un- 
veiled a Federal-State, $1.2 billion-a-year plan to 
help the aged with limited incomes buy broad medi- 
cal and hospital insurance coverage. Under the plan, 
an aged person—if able financially—would bear part 
of the cost of both the insurance and of the medical 
care and hospitalization. 

Arthur S. Flemming, Secretary of Health, Educa- 
tion and Welfare, and Vice President Richard M. 
Nixon stressed that participation by the aged in the 
Administration program would be on a_ voluntary 
basis. 

The Administration’s plan immediately ran into 
widespread opposition. Dr. Louis M. Orr, Orlando, 
Fla., President of the American Medical Association, 
said it was based “on the false premise that almost 
all persons over 65 need health care and cannot 
afford it.” 

“This is not a fact,” Dr. Orr said. “The truth is 
that a majority of our older people are capable of 
continuing a happy, healthy, and, in many cases, 
productive life. Of the more than 15 million persons 
in the nation over 65 years of age, only 15 per cent 
are on old-age assistance.” 

Dr. Orr said neither the Administration’s proposal 
nor the Forand-type Social Security approach is 
tailored to meet the problems of the undetermined 
number of older persons who, “although able to 
finance other costs, find it difficult to withstand the 
additional burden of the cost of illness.” 

Dr. Orr advocated the AMA’s positive eight-point 
program for the health care of the aged as a “sensible, 
economical” plan that would preserve freedom as 
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well as promote security. If both these objectives 
are to be realized, Dr. Orr said, health care pro- 
grams for the aged “must necessarily be limited to 
support for the needy aged and leave to voluntary, 
competitive, private enterprise, those activities needed 
to improve the health care of the rest.” 


In brief, the AMA program comprises: 1) im- 
proved preventitive medical care for the aged; 2) a 
state-administered program of Federal grants-in-aid 
to states for liberalization of existing old-age assistance 
programs so that the near-needy could be given health 
care without having to meet the present rigid require- 
ments for indigency; 3) better nursing home facilities 
for the long-term care of aged persons, especially 
those over age 75; 4) rapid development of health 
insurance and prepayment policies to provide long- 
term nursing home care; 5) expansion of home nurs- 
ing care services; 6) elimination of compulsory re- 
tirement and a basic change in the attitude that a 
person who reaches 65 has suddenly become non- 
productive and senescent; 7) health education to 
instill a “will to live” in older persons and to make 
them aware of the need for continuing healthful 
nutrition; and 8) anti-inflationary curbs to maintain 
the purchasing power of fixed pension and annuity 
benefits. 

A Republican lawmaker, Sen. Barry Goldwater of 
Arizona, denounced the Administration’s plan as 
“socialized medicine” and a “dime store new deal.” 
The outspoken conservative predicted its ultimate 
cost would be “staggering.” He said the Administra- 
tion could have done better by proposing “full de- 
ductions for taxes for any amount spent for medical 
‘are of anyone” and for full costs of health plans by 
either an individual or corporation. 


In endorsing the Administration’s plan, Vice Presi- 
dent Nixon charged the Forand-type proposals backed 
widely by Democrats would “open the door for social- 
ized medicine,” He said: 

“The Forand bill and similar plans would set up 
a great state program which inevitably would head 
in the direction of herding the ill and elderly into 
institutions whether they desired this or not. Such a 
state program would threaten the high standards of 
American medicine.” 

Sen. Pat McNamara (D., Mich.), Chairman of the 
Senate Subcommittee on Problems of the Aged, 
headed a group of 16 Senate Democrats who spon- 
sored legislation that would provide hospitalization 
and medical care for virtually all the nation’s older 
persons. 

The co-sponsors included three avowed candidates 
for the Democratic nomination for president—Sens. 
Hubert H. Humphrey (Minn.), John F. Kennedy 
(Mass.) and Stuart Symington (Mo.). 

Cost of the McNamara legislation was estimated 
at $1,578,000,000 a year. This would be financed by 
a one quarter per cent increase in the Social Security 
tax and 370 million dollars from general tax money. 


A COMMENT FROM THE AMA ON 
THE AMERICAN ASSOCIATION OF 
DOCTOR’S NURSES 


An organization called the American Association 
of Doctor’s Nurses recently issued a news release 
stating that “the American Medical Association will 
loan a part of its large collection of exhibits” to this 
group's convention in Miami, Florida, June 23 to 26, 
1960. 

This is an incorrect statement. The American Med- 
ical Association has not loaned any exhibits to this 
group. 


Originally known as the American Registry of Doc- 
tors’ Nurses, this organization, which mailed its pro- 
motional materials from Marianna, Florida, was said 
to be in violation of the Nurses Practices Act in 
Florida in 1958 by the Attorney General in that state. 

The group moved to Washington, D. C. Last sum- 
mer the Federal Trade Commission charged this 
group with misrepresenting itself as a nonprofit or- 
ganization and with giving customers the means to 
misrepresent themselves as registered, graduate or 
licensed nurses. The organization changed its name 
to the American Association of Doctors’ Nurses and 
in a news release issued some months ago stated that 
“The American Association of Doctors’ Nurses 
has assumed the membership of the old American 
Registry of Doctors’ Nurses.” 

A copy of a summary of the Federal Trade Com- 
mission complaint and a copy of the American Asso- 
ciation of Doctors’ Nurses news release regarding the 
name change are attached for your information. 


FEDERAL TRADE COMMISSION 
NEWS SUMMARY 
Washington 25, D. C. 
Complaint (7526 )—Representation July 10, 1959 

American Registry of Doctor's Nurse, 1366 National 
Press Bldg., Washington, D. C., has been charged by 
the Federal Trade Commission with misrepresenting 
that it is a non-profit organization, and with giving 
customers the means to misrepresent themselves as 
registered, graduate or licensed nurses. 

Ralph Z. Bell, Robert L. S. and Evelyn W. Bick- 
ford, and Phillip Sellers, the concern’s officials, also 
are cited in the FTC’s Complaint. 

The respondents sell memberships in the organiza- 
tion, insurance policies, certificates, pins, emblems, 
and other insignia and indicia to persons employed 
in doctors’ offices. 

The complaint charges that their business is not a 
non-profit organization of professional nurses, as im- 
plied by the trade name, but is purely and simply a 
money-making operation conducted solely to sell 
these items. 

Contrary to the trade name and claims in pro- 
motional material, the complaint continues, the busi- 
ness operation is not a_ certifying accrediting or 
qualifying body; and the respondents have no 
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authority and are wholly incompetent to establish re- 
quirements for doctors’ nurses or to certify that ap- 
plicants have met such requirements. 


THE AGED 

Dr. James A. Appel, Lancaster, Pa., a member of 
the AMA Board of Trustees, testified before a Senate 
Subcommittee that the greatest health problem faced 
by older people is “their isolation from the rest of 
society.” He said: 

“The health problems of the aged can only be 
solved within the context of total health. They involve 
far more than hospitals or a doctors’ care. They in- 
volve the older person’s other requirements in life, 
whether these be housing, recreation, community 
understanding and acceptance, the right to be useful, 
the courtesy of being treated as individuals, or the 
opportunity of living as self-reliant, respected mem- 
bers of society.” 

As for an aged person being denied medical care 
because of a lack of money, Dr. Appel said em- 
phatically: 

“Medical care is available to every man, woman, 
and child in the United States regardless of his or 
her ability to pay for it. 

“That care is not now denied, nor will it be 
denied.” 

The Month In Washington 


A new edition of Textbook of Pediatrics has become 
something of a collector’s item at medical schools. The 
work, 1462 pages long, was edited by Dr. Waldo E. 
Nelson of Temple University. Dr. Nelson, however, 
did not compile the index. That job was done by 
someone who obviously didn’t care much for the book, 
or for pediatrics. 

Listed among the B’s, between “Biotin” and 
“Birth” is this entry: “Birds, For the—Pages 1-1462.” 

—Detroit Free Press 


Dr. Hilla Sheriff was elected president of the Asso- 
ciation of State Maternal and Child Health and Crip- 
pled Children’s Directors at its biennial meeting held 
in New Orleans April 19-22. 

This is a national organization of persons directly 
responsible for the administration of state maternal 
and child health and crippled children’s programs, 
and its major concern is policies and program plan- 
ning concerning the improvement of the health of 
mothers and children. 

Dr. Sheriff's specialty is pediatrics, and she has 
been Director of the Maternal and Child Health 
Division of the S. C. State Board of Health since 1941. 


1. Postoperative Chylothorax by Wendell M. Levi, 
Jr., M. D., (Sumter) and Edward F. Parker, M. D., 
(Charleston). Am. Surgeon: 25:960-964 (December, 
1959 ) 

Chylothorax following cardiovascular and other 
intrathoracic operations as reported in the literature 
is an infrequent occurrence. To date, there have been 
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“By paying an additional premium you get a larger 
hospital room, an extra doctor and a bigger bedpan! 


22 cases reported following cardiovascular opera- 
tions. Eight of these 22 cases required re-operation 
and were treated successfully by ligation of the 
thoracic duct. 

Two additional cases of postoperative chylothorax 
are described in this report. One of these required re- 
operation and was treated successfully by ligation of 
the thoracic duct. The other recovered with non- 
operative treatment. 

The history of chylothorax, its classification, diag- 
nosis, and treatment are reviewed. 

2. Spontaneous rupture of renal neoplasms: review 
and report of a case of ruptured renal cell carcinoma 
by Wendell M. Levi, Jr., M. D., (Sumter) and Ber- 
nard E. Ferrara, M. D., (Charleston) Am. Surgeon: 
25:4 ( April, 1959) 

There have been nine previously reported cases of 
spontaneous rupture of renal neoplasms, with no 
known report of a case secondary to a ruptured renal 
cell carcinoma. 

The literature is reviewed and a case is presented 
of spontaneous rupture of a renal cell carcinoma, 
which presented itself as an acute abdominal 
catastrophe and simulated a ruptured abdominal 
aortic aneurysm. Her symptoms were that of an acute 
abdominal catastrophe and shock, with a progressively 
enlarging mass in the left flank. A left thoraco-ab- 
dominal approach gave excellent exposure of the 
operative area and also enabled proximal and distal 
control of the thoracic and abdominal aorta. Retro- 
grade pyelography failed to reveal extravasation or 
sufficient evidence to warrant a diagnosis of ruptured 
renal neoplasm preoperatively. 
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REPORT OF MEMORIAL COMMITTEE 
SOUTH CAROLINA MEDICAL ASSOCIATION 
1959-1960 


As is our custom, we come together at this time to honor the memory of those friends and 


colleagues who have departed this life since our meeting a year ago. The following past mem- 


bers of the South Carolina Medical Association have died within the past twelve months. 


CHARLES OSCAR BATES 
L. KENT BEST 
W. CHARLES BOLT 


ARCHIBALD J. BUIST, JR. 


JAMES WILLIAM DAVIS 
EUGENE B. GAMBLE 
THOMAS B. HARPER 
JUDSON A. MILLSPAUGH 
GEORGE T. PEEL 
WALKER H. POWE, SR. 
LUTHER A. RISER 
CHANDLER M. SCOTT 
JAMES EDWARD SCOTT 
JOHN C. SEASE 
EUGENE A. THOMASON 
JAMES A. THOMASON 
CHARLES P. VINCENT 
WALTER H. WATSON 

I. RIPPON WILSON, SR. 
CLAUDE H. WORKMAN 
MASON P. YOUNG 


Greenville 
Charleston 
Anderson 
Charleston 
Clinton 

New Zion 

St. Stephen 
St. George 
Anderson 
Greenville 
Columbia 
Hartsville 
Charleston 
Little Mountain 
Fountain Inn 
Fountain Inn 
Laurens 
Greenville 
Charleston 
McCormick 
Anderson 


1959 
Jan. 19, 1960 
Jan. 9, 1960 
Apr. 21, 1960 
Nov. 4, 1959 
July 22, 1959 
Jan. 6, 1960 
Mar. 4, 1960 

1959 
May 24, 1959 
Mar. __, 1960 
June 14, 1959 
June 29, 1959 
Dec. 31, 1959 
Feb. 25, 1960 
Sep. 25, 1959 
Dec. 5, 1959 
Aug. 15, 1959 
June 14, 1959 
Nov. 15, 1959 
Feb. 6, 1959 


The lives these men have lived speak plainly to those who knew them well—and we can 


best honor them by the lives we continue to live. As expressed by Thomas 4 Kempis, “A life 


without purpose is a languid, drifting thing. — Every day we ought to renew our purpose, say- 


ing to ourselves:This day let us make a sound beginning, for what we have hitherto done is 


nought. — Our improvement is in proportion to our purpose. — We hardly ever manage to get 
completely rid even of one fault, and do not set our hearts on daily improvement. — Always 


place a definite purpose before thee.” 


Submitted by the Memorial Committee 
Martin M. Teague, Chairman 
Thomas G. Goldsmith 
E. Kenneth Aycock 
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NEWS 





STATE BOARD OF HEALTH 


A regular meeting of the Executive Committee of 
the State Board of Health was held on Wednesday, 
March 23, 1960. 

The State Health Officer, as a part of his report, 
requested Mr. W. T. Linton to report on some of the 
activities under his supervision, particularly the 
anthrax situation at the Arel-Dillon Manufacturing 
Company. Four cases have occurred there, in em- 
ployees who handle goat hair, which has been im- 
ported from areas (Iran and Pakistan) where anthrax 
is prevalent. It is presumed that this hair has been 
pulled from animals which have died as a result of 
anthrax. Several cases have occurred in the past in 
North Carolina at a mohair plant, and legislation was 
enacted requiring sterilization of the hair before it is 
processed. Apparently no precautions have been 
taken at this plant to safeguard employees or prevent 
the spread of the disease, nor have employees been 
advised of potential dangers, safeguards to be em- 
ployed, etc. 

The National Anthrax Surveillance group from the 
U. S. Public Health Service was called in to investi- 
gate this mill. They found that all health rules were 
disregarded, etc., and recommended immediate cor- 
rection or closing of the plant. It appears that utter 
disregard of all health rules and regulations has been 
the practice at this plant prior to the outbreak of 
anthrax. It was the opinion of this advisory group 
that if the plant is allowed to continue in operation, 
twenty-four hour per day surveillance would prob- 
ably be necessary, which made it undesirable. 

On March 22 there was a meeting of the President 
of Clemson College, Chairman of the Board of 
Trustees of Clemson, representatives from the Animal 
Husbandry Department, the Governor's Office, and 
the Cotton Manufacturers’ Association, Dr. Peeples, 
and Mr. Linton. The concensus of this group was that 
sterilization of the material was essential. 

Certain recommendations made by the National 
Anthrax Surveillance Unit from the Public Health 
Service have been received; however, they were re- 
ceived after the above-mentioned conference, so that 
there has not been sufficient time to work up rules and 
regulations. Probably the Attorney General will handle 
this case and no doubt prosecution will occur. 

It was moved by Dr. Stokes, seconded by Dr. 
Smith, that the State Health Officer be instructed to 
proceed with the Attorney General on any legal 
actions necessary to correct this situation. Passed. 

Minimum standards for obtaining approval for con- 
struction of public swimming pools, and regulations 
on the operation of artificial swimming pools were 
presented by Mr. Linton. It was moved by Dr. Camp, 
seconded by Dr. Busbee, that these rules and regula- 
tions be approved. Passed. 
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Mr. Linton reported that for the past nine months 
the U. S. Public Health Service and Charleston Water 
Supply officials, in cooperation with the State Board 
of Health, have been conducting a study to determine 
whether or not the raw water contained dangerous 
amounts or insecticide or herbicide. Thus far it ap- 
pears that there is no cause for concern. 

Dr. Peeples reported on research funds available 
to the Board of Health. 

The resignation of Dr. O. A. Alexander as _ part- 
time health officer of Darlington County was an- 
nounced by Dr. Peeples. A resolution was read from 
the Darlington County Medical Society concerning 
the services of Dr. Alexander. 

Dr. Peeples called the attention of the Executive 
Committee to honors given various Board of Health 
personnel. Dr. Stokes moved, seconded by Dr. King, 
that the Executive Committee write letters of com- 
mendation to Miss Ficquett and Dr. Sheriff. Passed. 

Dr. Stokes moved, seeonded by Dr. Owens, that 
the Executive Committee go on record as opposing 
any change in the present law governing the practice 
of osteopathy in this State. Passed. 


PARKER ELECTED HEAD OF STATE 
TB GROUP 


Dr. Edward F. Parker, of Charleston, was elected 
president of the South Carolina Tuberculosis Asso- 
ciation at the Association’s annual meeting in Col- 
umbia. 

Dr. Parker is a graduate of the University of South 
Carolina and the Medical School of Duke University 
and has worked in hospitals in New York, Tennessee, 
Virginia, Georgia and South Carolina. With the U. S. 
Army Medical Corps from 1942 to 1946, he served 
almost two and a half years in North Africa and 
Italy. He was awarded the Bronze Star in 1945 as 
chief of the Thoracic Surgery Service and was dis- 
charged in 1946 with the rank of Lieutenant Colonel. 
He was appointed clinical professor of surgery at the 
Medical College of South Carolina in Charleston in 
1958. 

Doctor Parker has served on the board of directors 
of the Charleston County Tuberculosis Association, 
the board of directors of the S. C. Tuberculosis Asso- 
ciation, and representative councillor on the Board of 
the American Trudeau Society. 

Other officers of the state Association are: James 
B. Caughman, Columbia, first vice president; Dr. 
S. E. Miller, Georgetown, second vice president, and 
Thomas F. Maurice, Aiken, secretary. 

The S. C. Trudeau Society medical section of the 
State Association, also elected new officers: Dr. James 
W. Fouche, Columbia, president; Dr. Martin M. 
Teague, Laurens, vice president, and Dr. Edmund R. 
Taylor, Columbia, secretary-treasurer. 

Among Directors-at-Large re-elected are: Dr. 
Robert Black, Bamberg; Dr. J. C. Parker, Orange- 
burg; and Dr. J. Gordon Seastrunk, Columbia. 
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GRANTS MADE 

Two in-service training grants totaling $700.00 
have been made to South Carolina mental health per- 
sonnel by the Southern Regional Education Board 
under its program in mental health training and re- 
search. To date, 12 SREB grants have been awarded 
to South Carolina mental health employees under this 
program. 

Grants were made to Dr. Joe E. Freed, chief of 
the women’s department, and Dr. Edward M. Burn, 
assistant physician in the women’s department, of 
South Carolina State Hospital, Columbia. They will 
visit eight hospitals in New York and Pennsylvania to 
study programs of treatment of aged patients. 

The SREB in-service training grants were made 
possible by a $90,000 grant for this purpose by the 
National Institute of Mental Health. 


DR. FLEMING IS NAMED TO 
CANCER POST 

Dr. John Fleming of Spartanburg was elected med- 
ical delegate member of the American Cancer Society 
for the South Carolina Division at a meeting of the 
Board of Directors of the Division recently, it was 
announced yesterday by Brig. Gen. William N. Cork, 
Ret., president. General Cork was elected lay dele- 
gate member at the same time. 

Dr. Fleming replaces Dr. Harold Pettit of Charles- 
ton, whose term of office expired this year, General 
Cork said. He replaces Audley H. Ward, Aiken, who 
has just completed two years’ service in this post. 
Both memberships are for a two-year term. 

Gen. Cork announced that the Division will send 
one of the speakers to the S. C. Medical Association 
meeting at Myrtle Beach May 18 and 19. He is Dr. 
A. R. Curreri, whose subject will be “Hormones and 
Chemotherapy of Cancer.” Other participants on the 
medical panel include Dr. Forde Mclver, who will 
serve as moderator; Dr. Edward Krementz and Dr. 
Charlton DeSaussure. 

Plans were made for Dr. Fleming and Gen. Cork 
to attend the regional meeting in Miami, Fla., on May 
21 and 22. They will be joined by Dr. James R. 
Young, Anderson, a member of the National Board 
of Directors; Mrs. Paul H. Leonard, Executive Direc- 
tor of the Division, and other state delegates. Dr. 
Fleming and Gen. Cork will be formally elected to 
their new posts at the Miami meeting. 


DR. HARRISON OPENS OFFICE 

Dr. A. Frank Harrison, III, formerly associated 
with Dr. Thomas W. Talbert, announced the opening 
of his office at 1506 Gregg St., Columbia, S. C., for 
the practice of general medicine. 

Dr. Harrison attended the Columbia city schools. 
He served in the United States Navy from 1948-52. 

Dr. Harrison was graduated from the University 
of South Carolina in August, 1955. He was graduated 
from the Medical College of South Carolina in De- 
cember, 1958, and served his internship at the Col- 
umbia Hospital. 


DR. C. RAM WINS HONOR 

Word was received from Dr. James L. Campbell of 
Orlando, Florida that Aiken Urologist Dr. Cecil C. 
Ram, has been elected an associate member of the 
Southeastern section of the American Urologist Asso- 
ciation. 

Dr. Ram opened his offices in the Ram Building 
in Aiken last July, and is a practicing urologist. 


Joseph L. Kurtzman, M. D. announces that he has 
assumed the ophthalmology practice of the late Dr. 
L. Kent Best, 107-G Ashley Ave., Charleston. 


The Coastal Medical Society held a meeting on 
April 21st at Edisto Grill, Jacksonboro. The speaker 
was Dr. John Van De Erve, who presented a paper on 
“Griseo and Moniliasis”. 


ALEXANDER RETIRES AS HEALTH 
OFFICER 

Dr. O. A. Alexander, Darlington County health 
officer for 10 years, has resigned. He will continue his 
private practice. 

The County Board of Health has adopted a resolu- 
tion of regret at Dr. Alexander’s resignation. The 
board commends him for “his efficient and excellent 
service” and regrets “that he has found it necessary 
to resign.” The board wishes him “many more years 
of successful private medical practice.” 


PSYCHIATRIC GROUP NAMES 
DR. BECKMAN 

Dr. W. P. Beckman of Columbia, State director of 
mental health, was named president-elect of the South 
Carolina District Branch, American Psychiatric Asso- 
ciation, at the annual meeting at the Jefferson Hotel 
in Columbia March 31. 

Other officers for 1960-1961 are: President, Dr. 
Iverson O. Brownell of Greenville, psychiatrist and 
director of the mental health clinic there; secretary- 
treasurer, Dr. Joseph J. Nannarello of Greenville, 
private practicing psychiatrist. Two councilors, Dr. 
James R. Galloway of Columbia, private practicing 
psychiatrist; and Dr. R. Ramsey Mellette, Jr., Depart- 
ment of Psychiatry, Medical College of South Carolina, 
Charleston. 

Dr. William S. Hall, superintendent, S. C. State 
Hospital, and the first president, South Carolina Dis- 
trict Branch, APA, was elected as the delegate to the 
American Psychiatric Association Convention in At- 
lantic City, New Jersey, in May 1960; with Dr. Wil- 
liam G. Morehouse, S. C. State Hospital, as the alter- 
nate. 

This first independent meeting to be held by the 
South Carolina District Branch was interesting and 
stimulating with a panel discussion of, “The Diverse 
Problems Encountered in the Private Practice of Psy- 
chiatry.” The moderator was Dr. Edward M. Burn, 
South Carolina State Hospital; and the panelists, Dr. 
James B. Galloway; Dr. Joseph J. Nannarello; and Dr. 
Jennings J. Cleckley, Department of Neuropsychiatry, 
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Medical College of South Carolina, Charleston. 

Dr. Joe E. Freed, chief, women’s department, Col- 
umbia Division, S. C. State Hospital, as 1959-1960 
president, South Carolina District Branch, APA, pre- 
sided during this meeting. 


OFFICERS ARE NAMED BY 
HEART ASSOCIATION 

Dr. R. Cathcart Smith of Conway has been re- 
elected as president of the South Carolina Heart 
Association. 

He was named during a meeting of the general 
membership held along with the association’s 11th 
annual scientific session. 

Other officers named were Albert R. Simonds of 
Charleston, vice-president; Dr. Allan B. Warren of 
Spartanburg, secretary; O. W. Farrell of Columbia, 
treasurer; Dr. John A. Boone of Charleston, board 
chairman, Robert C. Burton of Columbia was re- 
elected executive director. 

Elected to the board of directors were Dr. James 
L. Wells of Orangeburg; Dr. Charles H. White of 
Sumter; Dr. Peter C. Gazes of Charleston; Dr. J. P. 
Coan of Spartanburg; Dr. John C. Muller of Green- 
ville; William H. Culverius of Charleston; Thomas H. 
Pope of Newberry; W. Hugh McGee of Anderson; and 
John G. Martin of Columbia. Robert N. Jones of 
Greenwood and Mrs. Ray Kirby of Gaffney were 
named to fill unexpired terms on the board of direc- 
tors. 

Charlestonians Honored 

Two Charlestonians and a former resident were 
honored during the annual meeting. 

Dr. Boone, chairman of the Dept. of Medicine, 
Medical College of South Carolina, was awarded the 
Distinguished Service Award. 

This is the “highest honor the association can be- 
stow and which goes to those having shared effectually 
in the activities of the association for a period of 
three years or more and have rendered distinctive 
leadership and service,” officials said. 

Mrs. Peter C. Gazes of Charleston received the 
Meritorious Service Award, which annually goes to 
volunteers throughout the state who have performed 
the “resplendent service in the Heart Fund Campaign 
and year-round programming.” 

Dr. Frederick E. Nigels, Jr., a former Charlestonian 
now residing at Myrtle Beach, was among those re- 
ceiving the Meritorious Service Award. Dr. Nigels is 
a graduate of the College of Charleston and the Medi- 
cal College. 

Others receiving the Distinguished Service Award 
were Dr. William Schulze of Greenville, Dr. A. Izard 
Josey of Columbia, and Dr. George R. Wilkinson of 
Greenville. 


DR. W. H. LEE PRESENTS 
TOP RESEARCH PAPER 
Dr. William H. Lee won first place for a paper 
presented at the Southeastern Surgical Congress in 
New Orleans, La. 
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The congress each year selects a first place winner 
from residents in surgery throughout the southeastern 
area. Dr. Lee is both a resident in surgery and an 
advanced clinical trainee of the National Heart In- 
stitute at the Medical College of South Carolina. 

Dr. Lee’s winning paper was entitled “The Effects 
of Commonly Used Vasodilators on the Blood Pressure 
and Contractile Force of the Heart”. In it, he told of 
work going on at the Medical College to determine 
the effectiveness of vasodilator drugs. 

Dr. Lee is a graduate of the High School of 
Charleston and the College of Charleston, as well as 
the Medical College of South Carolina. 

Two other Charleston doctors presented papers at 
the convention. They were Dr. J. Manly Stallworth 
and Dr. Gilbert B. Bradham, both assistant professors 
of surgery at the Medical College. The speakers were 
chosen on the basis of abstracts of their papers sub- 
mitted to the convention. 


DR. PARKER IS NAMED BY 
ROPER BOARD 
Dr. Edward F. Parker has been elected chairman 
of Roper Hospital’s board of commissioners. 
He succeeds the late Dr. Archibald Buist, Jr. 
Also elected at the meeting of the commissioners 
was the vice chairman, Dr. Joseph I. Waring. 


Dr. Clyde F. Bowie has been elected to the 
Anderson County Health Board by the county’s med- 
ical society. He was named to replace Dr. Mason 
Young, who died last month. The medical society 
elects three members to the health. board with mem- 
bers usually succeeding themselves each year. 

Dr. John T. Roper, York physician, gave up his 
practice in York late in May and on July 1 will begin 
a four year residency in Orthopedics at Memorial 
Hospital in Charlotte, N. C. 

Dr. Roper came to York in April 1957 and took 
over the practice of his late uncle, Dr. Charles P. 
Roper. 

Dr. Roper was graduated from Wofford College 
and the Medical College at Charleston. He interned 
in Madigan Army Hospital in Tacoma, Washington, 
and did his surgical and eye, ear, nose and throat at 
Brooks Army Hospital, San Antonio, during his 
service in the armed forces. He was a captain in the 
U. S. Army serving from July 1956 to March 1957. 

He came to York after his discharge from the 
Army. His going will leave York with only three doc- 
tors, Drs. Strong, Pratt and Hiott. 


The Rt. Rev. C. Alfred Cole, bishop of the upper 
diocese of South Carolina of the Protestant Episcopal 
Church, announced a church-sponsored medical cen- 
ter at Ridgeway May 1. 

Ridgeway has had no resident physician for a num- 
ber of years. 

The vestry of St. Stephen’s church at Ridgeway 
undertook the project, enlisting support from the 
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upper diocese and the national council of the church. 

Funds were raised to purchase and renovate a 
building for an office and clinic. Dr. Frank L. Cul- 
bertson of Laurens, a World War II Navy pilot and 
graduate of the S. C. Medical College, will have 
charge. 


Announcement was made that Dr. Carl H. Strom 
will arrive in McCormick soon to begin the practice 
of medicine. He will occupy the offices of the late 
Dr. C. H. Workman. 

Dr. Strom, a native of McCormick, is the son of 
Dr. and Mrs. C. R. Strom. 

After graduating from McCormick High School, 
Dr. Strom received a degree from the University of 
Georgia, attended premedical school at Guilford Col- 
lege, N. C., and graduated from the Medical School 
in Charleston. He served his internship at Spartan- 
burg General Hospital, Spartanburg, and at present 
is engaged in the practice of medicine at Cliffside, 
North Carolina. 


COLUMBIA MEDICAL SOCIETY 

The members of the Columbia Medical Society 
were guests of the Medical Staff at the U. S. Army 
Hospital, Fort Jackson, S. C., for their May scientific 
meeting. The meeting was held at the Legion Lake 
Officers’ Club, Fort Jackson, May 9, 1960. 

Following the call to order by Dr. W. A. Hart, 
President of the Columbia Medical Society, the meet- 
ing was presided over by Col. Roland K. Charles, Jr., 
Commanding Officer of the Fort Jackson Army Hos- 
pital. Speakers for the meeting were Col. John C. 
Patterson and Captain Charles G. Mendelson, Fort 
Jackson Army Hospital. Col. Patterson spoke to mem- 
bers of the Society on the subject “Surgery in Histo- 
plasmosis—Experience in the Management of One 
Hundred and Three Proven Cases Involving the Lung 
and Mediastinum”, and Captain Mendelson discussed 
“Isolation of Wart Virus in Tissue Culture and Sub- 
sequent Re-inoculation into Human Volunteers”. 

° ° ° 

For some years the Columbia Medical Society has 
been privileged to have the various institutional hos- 
pitals in the city act as hosts for its summer meetings. 
The Veterans Hospital of Columbia will be the host 
for the June Scientific Meeting, the South Carolina 
Sanatorium for the July meeting, and the August 
meeting will be held at the South Carolina State Hos- 
pital. 

The meetings at the hospitals are always enjoyed 
by Columbia physicians and afford an excellent op- 
portunity to bring them up-to-date on the various 
activities in which the hospitals are engaged, and the 
progress which each hospital is making. In addition, 
all members of the “medical community” of Columbia 
are drawn closer together through the fellowship en- 
joyed at these meetings. 


DR. WARING REPORTS ON HOLT PAPERS 
Dr. J. I. Waring reported on the papers of Dr. 





William Joseph Holt at the 24th annual meeting of 
the South Caroliniana Society on April 28th, at Col- 
umbia. 

Dr. Holt, a graduate of the South Carolina College 
in 1849 served as surgeon with the Russian forces 
during the Crimean War. 


COLLEGE OF CHARLESTON AWARDS 
HONORARY DEGREES 


The College of Charleston awarded two honorary 
Doctor of Laws degrees at its 175th commencement 
exercises May 31 to members of the South Carolina 
Medical Association. 

The two men honored are Dr. Leon Banov, 
Charleston County Director of Health and professor 
of preventive medicine at the Medical College of 
S. C., and Dr. Joseph Decherd Guess of Greenville. 

Dr. Banov attended the Medical College where he 
obtained a graduate degree in pharmacy in 1907 and 
the M. D. in 1917. He has taught at the College since 
1913 in the fields of preventive medicine and public 
health. He was appointed Asst. Charleston City 
Bacteriologist, 1912-18; Chief Food Inspector, 1918- 
20; County Health Officer, 1920-26; City and County 
Health Officer, 1926-36 and to his present position, 
Charleston County Director of Health in 1936. 

He has served as an American delegate to the 
International Hygiene Congress in Dresden, Germany; 
a member of President Harry S$. Truman’s National 
Health Assembly and a member of the first national 
conference on cardiovascular diseases. Dr. Banov is a 
fellow of the American Public Health Assn. and of 
the American College of Preventive Medicine. He is 
also a member of several medical and public health 
associations of both sectional and national importance. 

Dr. Banov’s services to the community include the 
initiating of dairy inspections which resulted in the 
passing of an ordinance in 1918 requiring the 
pasteurization of milk, thereby making Charleston the 
first American city to require the pasteurization of its 
entire milk supply. Under his direction the city and 
county eliminated smallpox in 1929 and _ practically 
eliminated typhoid and malaria. A new health center 
now being constructed is to be named in his honor. 

Dr. J. Decherd Guess graduated from the College 
of Charleston in 1911 and from the Medical College 
in 1917. He later attei.ded the University of Penn- 
sylvania for graduate courses in medicine. 

He was elected president of the S. C. Medical 
Association in 1951. He served as secretary of the 
Greenville County Medical Society and later as presi- 
dent, He has been a trustee of the Medical College 
since 1945. 

Dr. Guess was founder and an early president of 
the Piedmont Post Graduate Assembly. He helped or- 
ganize the S. C. Obstetrical and Gynecological Society 
and the South Atlantic Association of Gynecologists 
and Obstetricians. He is a founding fellow of the 
American College of Obstetrics and Gynecologists. 
He is also president of the Greenville Rotary Club. 


246 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 














ANNOUNCEMENTS 





The Annual Obstetrical-Pediatric Seminar sponsored 
by the Maternal and Child Health Divisions of Flor- 
ida, Georgia, Alabama and South Carolina will be 
held at Ellinor Village, Daytona Beach, Florida, 
August 18-20, 1960. 

The program is as yet incomplete. Detailed in- 
formation about the meeting may be obtained from 
Dr. Hilla Sheriff, State Board of Health, Columbia, 
Ss. C. 


FELLOWSHIPS AVAILABLE 
Fellowships for qualified students are available for 
a graduate teaching program in Maternal and Child 
Health established by The University of Michigan, 
School of Public Health. The program is open to 
physicians, nurses, nutritionists and social workers 
who meet the admission requirements. Each of the 
fellowships is designed to cover tuition, academic 
fees, and reasonable living allowance during residence 
at the University. Assistance is also available to 
properly qualified candidates from other sources. 
For further information write: 
Secretary of the Faculty 
School of Public Health 
The University of Michigan 
Ann Arbor, Michigan. 


A.M. A. INDUSTRIAL HEALTH 
CONGRESS TO BE HELD IN 
NORTH CAROLINA 

Representatives of industry, agriculture, medicine, 
and governmental agencies will gather in Charlotte, 
N. C., Oct. 10-12, for the 20th Congress on Industrial 
Health. 

To be held at the Hotel Charlotte, the congress is 
sponsored by the American Medical Association’s 
Council on Occupational Health and is held each 
year as a means of furthering the development and 
maintenance of high medical standards in industry 
and on the farm. 

The congress programs are primarily directed to- 
ward the general practitioner, whom, it is estimated, 
handles close to 90 per cent of all the occupational 
medical practice in the nation. 


The Civil Service Commission announced in April 
approval of the 13 Federal employee organization 
health benefit plans and the 22 comprehensive medi- 
cal plans to be offered under the Federal employees 
health benefits program when it goes into effect in 
July, 1960. Contracts will be signed as soon as final 
details are worked out, the Commission said. 

The Commission has recently approved the Gov- 
ernment-wide indemnity benefit plan offered by 
Aetna Life Insurance Company of Hartford, Con- 
necticut, and the Government-wide service benefit 


plan offered by Blue Cross-Blue Shield. 


June, 1960 


Approximately 1,800,000 Federal employees are 
expected to enroll in the new health benefits program 
for themselves and their more than 2,200,000 de- 
pendents under one or another of the plans offered. 
The enroilment period will be June 1 through June 
30. 

The high enrollment expected and the wide variety 
of choice of plans and options offered make this pro- 
gram the largest and most complex employer-spon- 
sored voluntary program of health benefits in the 
world, the Commission said. The Government will 
contribute up to half the cost of each health benefits 
plan, with the employee paying the balance of the 
cost of the plan he chooses through payroll deduc- 
tions. The volume of first-year premiums is expected 
to approximate $250,000,000. 

All of the Federal employee organization plans ap- 
proved are of the indemnity benefit type. These plans 
will reimburse the enrolled employee for costs of 
covered health care services. The plans will offer a 
high and low option of benefits, each with premiums 
related to the value of the benefits offered. Most of 
the employee organization plans will also offer basic 
and major medical coverage in both options. To join 
one of these plans the employee must be a member 
of the organization at the time he selects the plan. 

The comprehensive medical plans are of the group- 
or individual-practice prepayment type. They offer a 
broad range of medical services and hospital care. 
Slightly fewer than half of the comprehensive plans 
will offer two levels of benefits. Each of the com- 
prehensive medical plans provides health care services 
in a specific geographic area. 





The Scientific Exhibit 
AMA Clinical Meeting, Washington, D. C. 
November 28 - December 1, 1960 

Application forms for space in the Scientific Ex- 
hibit at the Washington, D. C. Clinical Meeting of 
the American Medical Association, November 28 to 
December 1 are now available. They may be procured 
by writing directly to Charles H. Bramlitt, M. D., 
Director, Department of Scientific Assembly, Ameri- 
can Medical Association, 535 N. Dearborn St., 
Chicago 10, Illinois. Applications close on August 1. 

The “Hull” award will be presented for the first 
time at this meeting to the best exhibit on a scientific 
subject which has not been previously shown at a 
medical meeting. The award will consist of a gold 
medal and an honorarium of $250. The winning ex- 
hibit will be approved for showing in the Scientific 
Exhibit at the 1961 Annual Meeting cf the AMA 
which will be held in New York City. 

Dr. Thomas G. Hull will personally present the 
award to the recipient. 


THIRD INTERNATIONAL CONGRESS 
OF PHYSICAL MEDICINE 
The Third International Congress of Physical Med- 
icine will be held August 21-26, 1960 inclusive, at the 
Mayflower, Washington, D. C. 








The preliminary prospectus covering the inter- 
national conference carries in detail information on 
registration, application to present a paper, a scien- 
tific exhibit, a scientific film, etc. A copy of this pre- 
liminary program may be had on request by writing: 


Dorothea C. Augustin, Executive Secretary, Third 
International Congress of Physical Medicine, 30 N. 
Michigan Avenue, Chicago 2, Illinois. 


Institutes in the Care of Premature Infants 
at 
The New York Hospital — Cornell Medical Center 
New York City 
The Institutes for Physicians and Nurses in the 
Care of Premature Infants are being continued at the 
New York Hospital—Cornell Medical Center under 
the sponsorship of the New York State Department 
of Health and the U. S. Children’s Bureau. These In- 
stitutes are designed to meet the needs of physicians 





and nurses in charge of hospital premature nurseries 
and special premature centers and of medical and 
nursing directors and consultants in state and local 
premature programs. 
Institutes for the 1960-61 fiscal year are definitely 
scheduled to start on the following dates: 
September 19, 1960 
November 28, 1960 
January 23, 1961 
March 13, 1961 
May 8, 1961 
EARLY APPLICATION for these Institutes is 
ESSENTIAL. 
Method of Application 
Applications by physicians should be forwarded 
(after approval by the health commissioner or the 
director of Maternal and Child Health of the state in 
which the candidate works) to: 
Dr. Charles H. Bauer, Medical Director 
Institute in the Care of Premature Infants 
Department of Pediatrics 
The New York Hospital 
525 East 68th Street 
New York 21, New York 


CLINICAL STUDY OF CHILDHOOD 
SOLID TUMORS 
The cooperation of physicians is requested in a 
therapeutic study of childhood solid tumors at the 
Clinical Center, National Institutes of Health, 
Bethesda, Md. This study is being conducted by the 
National Cancer Institute and has as its primary 
purpose a search for therapeutic agents that favor- 
ably affect the course of the disease. 
Physicians interested in the possibility of referring 
patients should write or telephone: 
Dr. Clyde O. Brindley 
Senior Investigator 
National Cancer Institute 
Bethesda 14, Maryland 
(OLiver 6-4000, Ext. 4252) 





MEDICAL ASSISTANT FILM AVAILABLE 


“First Contact”, a 26-minute color film about the 
American Association of Medical Assistants will soon 
be available to medical societies and AAMA groups 
for use in promoting membership or helping organize 
local groups. The film, produced for AAMA by 
Wyeth Laboratories in cooperation with the AMA, 
illustrates how a good assistant is good public rela- 
tions for M. D.’s and how AAMA helps her develop 
her skills on the job. 

If your society has been called on to help program 
a medical assistants meeting, you can borrow the film 
after from AMA’s Department of Medical Motion 
Pictures and Television. AAMA chapters can obtain 
prints from their national headquarters, 510 N. Dear- 
born, Chicago 10. Prints are also available on loan 
from the Wyeth Film Library, Box 8200, Philadelphia 
1. 


FORCED RESEARCH 

Since this reward and those linked with research 
grants (travel, secretarial help, and freedom from 
teaching) combine lucre with glory, it is not sur- 
prising that inside the university and on its industrial 
and other fringes the practice or pretense of research 
should have become a compulsion. Thousands of 
young men are at work on little papers; thousands 
more are wracking their brains to think of an experi- 
ment or study. Most of them worry more about the 
acceptability of the subject in academic eyes than 
about their chances of doing and saying something 
useful, that is, few care about the fitness of the mat- 
ter and none about the readability of the results. 
“Communication” occurs by good luck, while every- 
body groans ritually at the bad writing, excessive 
length, and prevailing insignificance of what the 
journals print. In a word, this army of researchers by 

conviction or impressment are technically pedants. 
—J. Barzun, The House of Intellect, New York, 

Harper, 1959. 


DEATHS 








DR. A. J. BUIST, JR. 

Dr. Archibald J. Buist, Jr., former chairman of the 
Board of Commissioners of Roper Hospital for 12 
years, died April 22 at a local hospital. He resided at 
48 Legare St. 

Dr. Buist was born in Charleston July 25, 1905, a 
son of Archibald Johnston Buist, M. D. and Mrs. Alice 
Stock Mitchell Buist. He attended schools in Charles- 
ton and was graduated from Mercersburg Academy, 
Mercersburg, N. J., in 1922. 

He received his A. B. degree from Princeton Uni- 
versity in 1926 and his M. D. degree from the Medical 
College of South Carolina in 1930. He interned at 
Roper Hospital and was awarded a one year fellow- 
ship in surgery at Cleveland Clinic in Cleveland, 


Ohio. 
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He entered the practice of surgery and gynecology 
with his father in the early 1930s. 

He entered the U. S. Navy in February, 1941, and 
served on sea duty and at the U. S. Naval Hospital 
here. He was released to inactive duty with the rank 
of commander in March, 1944. 

He returned to the practice of surgery and gynecol- 
ogy in 1944 in Charleston. He was elected to the 
Board of Commissioners of Roper Hospital in 1944 
and served as chairman since 1948, resigning this 
month. 

He was an associate professor of surgery at the 
Medical College, a member of the American Medical 
Association, the Medical Society of South Carolina, 
the Charleston County Medical Society, the South 
Carolina Medical Association, the Southern Medical 
Association, the Southeastern Surgical Congress, the 
American College of Surgeons, the Elks, the Masons, 
the Charleston Club, the Carolina Yacht Club and 
the Charleston Yacht Club. 

He was also a member of the Society for the Relief 
of the Families of Deceased and Disabled Indigent 
Members of the Medical Profession of the State of 
South Carolina and was treasurer of this society from 


1943 to 1960. 


DR. H. B. WEBB 

Dr. Harold B. Webb, 56, medical supervisor of the 
May plant, former hospital administrator and World 
War II flight surgeon, died at the Kershaw County 
Memorial Hospital at the age of 56. He was ill several 
months. 

Doctor Webb was born in Florida. He attended 
Bailey Military Academy was graduated from Colum- 
bia High School and took premed at Clemson Col- 
lege, where he played football on the varsity team. 

Doctor Webb was graduated from the Medical Col- 
lege of South Carolina, interned at Roper Hospital in 
Charleston and took post graduate work at Lying in 
Hospital at St. Louis, Mo. 

He practiced at Waynesboro, Va., and was in- 
strumental in the building of the Waynesboro Hos- 
pital. He served as the hospital’s first administrator. 
He was a major in the air force as flight surgeon in 
the China Burma Campaign. He was immediate past 
president of Kershaw County Medical Society. He 
had been employed by the E. I. DuPont de Nemours 
and company for 14 years, having been medical 
supervisor of the May plant for the past 10 years. 





BENEFITS BY POLITICS? 

Perhaps not to the identical point but nevertheless 
pertinent is the stand taken and openly declared by 
Donald L. Rogers, business and financial editor of 
the New York Herald Tribune, in a recently pub- 
lished analysis. Mr. Rogers serves notice to any office 
seekers that he positively will cast his vote “for which- 
ever candidates do not promise me a single, solitary 
‘benefit’; conversely I will vote against and militate 
against any who promise to improve my lot. . . 
Neither I nor my children can afford any further 


June, 1960 


assistance from the people who are elected to govern 
us.” 

After calling attention to the dismal record of “our 
friends, the lawmakers,” who have increased the fed- 
eral debt to $290,000,000,000, Mr. Rogers presents 
the figures of the Federal Social Security System, 
whose liabilities at the moment total $361,000,000,000, 
of which $340,000,000,000 must be raised by future 
taxes. Although the tax rate for Social Security now 
represents 6 per cent of taxable payrolls, almost five 
times more taxes will have to be collected to meet 
present commitments than have already been paid in. 

“If only porkbarrelers like Forand and others of 
his stripe would let this one election pass,” Mr. Rogers 
concludes, “without burdening us with further such 
‘benefits’ we might be able to make it as a solvent 
nation in spite of our lovable lawmakers.” 

From: “America the Dutiful”, Editorial, New Eng- 

land Journal of Medicine, Vol. 262, 16: 830. 


MIND YOUR OWN BUSINESS 

A few weeks ago, while attending a county medical 
society indoctrination luncheon, I was taken by sur- 
prise when asked to speak to those present. In the 
short time available to me during my introduction by 
the toastmaster I wracked my brain to think of some- 
thing to say. The only thing that came to my mind 
was to say “mind your own business.” I have thought 
about this frequently since the luncheon and still be- 
lieve this was about the best advice that could be 
given to young men and women embarking on their 
careers as doctors. 

It is probable that the medical profession has never 
faced such violent attacks from so many sources as it 
faces today. Nor have attempts at encroachment on the 
rights of physicians been so determined and so persis- 
tent as those encountered at the present time. In the 
form of the Forand Bill and similar proposed legisla- 
tion, the specter of socialized medicine again rears its 
ugly head. Labor union-dominated health and wel- 
fare funds are attempting, and in some cases succeed- 
ing, to restrict the rights of doctors to serve their 
members and dependents. Poor public relations on 
the part of doctors and avarice and the chance for a 
“fast buck” on the part of many patients have brought 
about a rash of malpractice suits across the nation. 

All attacks against the medical profession, of what- 
ever kind or from whatever source, must be resisted 
by every legal and ethical means at our command. 
Effective lobbies must be developed on both state 
and national levels so that legislators may be fully 
informed as to organized medicine’s attitude toward 
any proposed legislation which involves the health of 
our people and so that they may receive first-hand 
information as to why doctors oppose socialized medi- 
cine. The profession’s public relations status must 
be improved. Procedures must be developed to curb 
the undesirable, unethical, or illegal activities of the 
few doctors responsible for many of our present 
difficulties. All of these activities will cost money. 
All will require sacrifices in time and effort on the 
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part of doctors. We must be willing to pay the price 
and to make the sacrifices. 

At the last annual session of the State Medical So- 
ciety in October, the House of Delegates authorized 
the inauguration of a large-scale public relations and 
medical economics program throughout the entire 


commonwealth. This will cost considerable money. 
Although not a single delegate voted against the pro- 
gram, already some grumbling has been heard even 
from some delegates who were present when the 
vote was taken. These doctors say the program is 
unnecessary and that good public relations can’t be 
bought with money but must be won by the actions 
of individual doctors. This writer disagrees with the 
statement that the program is unnecessary, but is in 
complete accord with the claim that good public 
relations can’t be purchased but must be deserved. 

It is to be sincerely hoped that no doctor will be 
so naive as to think this program will solve all the 
problems confronting us or that any public relations 
and medical economics firm can itself do the job we 
want done. Good public relations depend upon “who 
is minding the store,” upon the individual doctor, upon 
you. The responsibility for good or bad public rela- 
tions can’t be delegated to others, especially to per- 
sons outside the medical profession. These professional 
consultants can only do certain things. They can point 
out our deficiencies, our faults, and our mistakes. We 
will probably resent this activity by our consultants 
even though we recognize and admit the validity of 
their statements. They can also give competent, sound 
advice on how to correct our faults and regain high 
public esteem. 

The Pennsylvania Medical Society has employed 
the best consultants available in the fields of public 
relations and medical economics, but this fact alone 
does not insure the success of the program. The 
effectiveness of the undertaking will be relatively 
little affected by the proficiency, experience, and 
actions of our consultants. In large part, the success 
of the venture and the length of time it will need to 
be continued will depend upon how seriously their 
advice is taken and how completely it is followed by 
individual doctors. 

If you want to get a thing done the way you want 
it done, do it yourself. Medicine is your business. 
Mind your own business. 

W. Benson Harer, M. D. 

Contributing Editor 
From: “Mind Your Own Business”, Editorial, The 
Pennsylvania Medical Journal, Vol. 63 2:273, Feb- 
ruary 1960. 
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PERSONALITY CHANGE AND DEVELOP- 
MENT AS MEASURED BY. THE PROJECTIVE 
TECHNIQUES. Molly Harrower, Ph. D. Grune and 
Stratton. New York, 1958, 383 pp. Price $10.00. 

The author, of Temple University Medical School, 





Philadelphia, also practices clinical psychology in 
New York City. She presents in this book about 50 
follow-up retestings of patients who have undergone 
different kinds of psychotherapy for varying lengths of 
time or who have undergone stress reductions or 
environmental change. She finds that changes in the 
psychotherapists’ ratings of patients are in the same 
direction as the changes indicated by projective test- 
ing techniques. 

She correctly stresses the importance of follow-up 
studies with the same individuals as being more re- 
vealing than cross sectional studies which reveal norms 
based on statistical averages. One highly interesting 
finding is that “prognosis is not necessarily more favor- 
able in cases in which pathology is less severe. Yet in 
general . . . . the ‘better’ the initial test picture, the 
greater the subsequent improvement will be regard- 
less of the type of therapy employed.” She reports 
another study which indicates “little difference in the 
overall effectiveness of individual therapy, group 
.. (while) a control group 
despite a number of important life changes showed no 


therapy, or a combination . 


statistically significant difference between pre- and 
post-tests.” 

Changes were measured on such variables as 
productivity, relation to reality, usual-unusual thought 
content, constructive fantasy, drive, emotional tone, 
social attitude, anxiety, and over-all evaluation. Tests 
used included the Rorschach, Figure Drawing, Draw- 
ing the Family, Thematic Apperception Test, Sentence 
Completion, subtests from the Wechsler-Bellevue, and 
—apologies from the reviewer—the Szondi. 

Significant findings indicate that in successful 
therapy cases the therapists’ behavior evaluations show 
greater change than do the tests. It takes considerable 
time for personality to be reorganized sufficiently to 
bring about test changes which reflect clinically ob- 
served therapeutic changes. The tests cover a wider 
range of aspects of the individual make-up and do 
not concentrate on the pathologies to so great an ex- 
tent as do therapist evaluations. Retests ten years 
after successful psychotherapy revealed greatest im- 
provements since the personality changes have had 
time to influence a wider range of performances. 
Changes were practically nil for all unsuccessful cases 
except those rated by the psychotherapist as “worse”, 
in which cases test results reflect this deterioration. 
Also “when improvement in general adjustment and 
freedom from symptoms are reported clinically, some 
measure of positive change is invariably shown on the 
projective tests.” Long term psychotherapy, whether 
psychoanalysis or otherwise, revealed about a 40% 
increase in performance and test effectiveness when 
the clinical changes were positive. This same degree 
of improvement was noted for patients whose en- 
vironment underwent positive change. 

This book presents the actual drawings, test scores, 
etc. on dozens of patients so that the reader can 
evaluate for himself the significance of his own 
hunches as well as the author's hypotheses. But this 
book only reports improvements as reflected by tests, 
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it does not describe other methods of measuring 
personality growth as reflected in greater social skills, 
improved role-taking, better communicative powers, 
or a wide range of other evidences of improved 
effectiveness and increased satisfyingness in living. 


Elmore A. Martin, Ph.D. 


CURRENT MEDICAL REFERENCES, Edited by 
Paul J. Sanazaro, University of California. Lange 
Medical Publications: Los Altos, California, 1959. 
Price $3.50. 

This is a handbook which provides lists of good 
references to the literature on various clinical aspects 
of medical diseases. Realizing the elements of un- 
certainty in the selection of the references, the editor 
offers lists which are reasonably available to the 
average physician through hospital or other institu- 
tional libraries. For the student or physician who 
wants short but comprehensive lists of articles from 
the journals, it should offer a handy approach to a 
subject which might need amplification from further 
search. 

The book is to be revised every two years, and 
should be therefore pretty close to being up to date, 
that is to say, as much as any book could be. 

Probably one of the chief services from such a book 
would be to supply a teacher with a handy list to 
pass on to his students. 

J. I. W. 


FAMILY MEDICAL ENCYCLOPEDIA by Justus 
J. Schifferes, Ph. D. (A Health Education Council 
Book) PermaBooks: New York, 1959. Price: 50¢. 

This is a handy and inexpensive edition of a work 
that has already been published in a more permanent 
binding. It is produced under an advisory editorial 
board which included a number of well-known phy- 
sicians who are well qualified to pass on the accuracy 
of the definitions included in this book. There are 
not only clear and fairly long definitions of such words 
as are frequently used in medical matters, but there 
are also short essays on subjects such as deafness, 
endocrine glands, etc. The Encyclopedia can be 
heartily recommended for family use, and indeed 
might not be inappropriate in connection with 
academic studies in pre-medical matters. 

J. LW. 


WHAT NEXT, DR. PECK?, by Joseph H. Peck, 
M. D. Prentice-Hall, Inc.: Englewood Cliffs, N. J., 
1959. Price $3.50. 

This is an informal and amusing story of a young 
doctor who sets out to work in the primitive con- 
ditions of western Utah in 1916 and afterward. Dr. 
Peck describes much of his medical activity, but the 
chief part of the picture is life in an unglamorous 
western setting, from which he manages to extract 
much of amusement and wisdom. This reviewer de- 
rived a good deal of enjoyment from reading the 
book. 

J. I. W. 


GUIDE TO BETTER HEALTH, Harry J. Johnson, 
M. D., The Life Extension Foundation. Prentice-Hall, 
Inc.: Eaglewood Cliffs, N. J. 1959. Price $4.95. 

This is an excellent book for lay consumption 
written by a physician of very extensive experience, 
and covering in a very readable manner the matters 
which lead to improving or maintaining health. It 
covers such matters as sleep, fatigue, tension, diet, 
vitamins, etc., and takes up in adequate detail the 
innumerable misconceptions about such things which 
are dear to the public. 

This book can be recommended without hesitation 
for general reading, and if taken seriously, should 
accomplish a great deal toward clarifying the un- 
necessarily complex conception of health and dis- 
ease which seems to permeate the public mind. 


J.LwW. 


THE FLUIDS OF PARENTERAL BODY CAVI- 
TIES. Paul D. Hoeprich, M. D. and John R. Ward, 
M. D. Grune and Stratton, New York, 1959. Price: 
$4.95. 

The authors of this monograph have attempted to 
bring together the wealth of information about the 
fluids of parenteral body cavities that is somewhat 
scattered throughout the medical literature. They 
wish to achieve a useful compilation of information 
about the fluids of parenteral body cavities in a form 
which is at the same time a treatise extensive enough 
to be provocative of interest. 

They furnish a useful laboratory manual detailing 
the techniques of aspirations of pleural, pericardial, 
peritoneal, joint and spinal fluids. But they go beyond 
this in discussing the anatomy of serous membranes 
and the physiology of fluid formation in them. Of 
interest is the discussion of the physiology of the 
formation of fluids and the factors rendering each 
unique in chemical structure. 

The authors have accomplished their purpose of 
producing a work meriting the attention of students 
of medicine of all ages and specialties. This book 
will, however, be of particular value to the intern and 
house officer making his first acquaintance the clini- 
cal importance of parenteral fluids. 

Arthur V. Williams, M. D. 


THE RELUCTANT SURGEON: A BIOGRAPHY 
OF JOHN HUNTER by John Kobler. Doubleday & 
Co., Garden City. 1960—Price $4.95. 

This reviewer can put his stamp of approval on the 
many enthusiastic reviews of this book which have 
appeared in the major papers of the country. It pre- 
sents the turbulent life of John Hunter and describes 
his innumerable original observations and _ activities. 
With a background of the riotous life of eighteenth 
century England, it offers a field of wide interest. It 
is a book well written, and it ranges in a most absorb- 
ing way over the total life of Hunter and of his times. 

It may be recommended for delightful, interesting 
and instructive reading. 

JIW 
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THE EMERGENCY SYNDROME IN PEDIATRIC 
PRACTICE, Alfred J. Vignec. Landsberger Medical f } 
Books, Inc.: New York 1959. Price $9.00. A 
This book might find a useful place in the library 
of the practitioner or in the reference shelf in emer- | ~ | 
gency rooms. It represents the personal experience and |_| Ogica 
opinions of the author. While it is handier than the 


standard pediatric tent-ealesenes books, it seems to | | prescription for 
add little to what might be found in them. It would i ’ 
be improved by more careful attention to the details i overweight patients 
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